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ABSTRACT 
Quality programs are not new to Saudi hospitals. The first known quality 
program was started in ARAMCO Hospital in 1982. Besides the Ministry of 
Health, the main provider of health care, more than 15 providers share in the 
delivery of the health care in Saudi Arabia. Quality activities being sporadic, 
with no national control, the programs depend'heavily on the top management 
commitment and support. 
The success of quality programs varies among the different health care 
providers. Hence the need to investigate the knowledge, attitude and practice 
of the senior and middle managers (HSMM) towards quality programs. The 
findings of their investigation could throw some light on some incorrect 
concepts and explain the reasons behind the ineffective practice of quality. 
Two studies were conducted simultaneously for this research. A descriptive 
study to investigate the knowledge, attitude and practice of the HSMM, for 
which two data collecting tools were used. The HSMM self administered 
questionnaire was completed by the HSMM of 20 selected hospitals in the 
Eastern Saudi Arabia; 173 HSMM responded to the study giving response rate 
of 86.5%. The other tool used for the descriptive study was a check list 
completed by the researcher on each studied hospital. The other part of this 
research was the action research aimed at exploring the amount of the support 
HSMM extends to these activities in order to enhance quality services-in their 
hospitals. 
The study revealed that a majority of senior and middle managers had enough 
knowledge to initiate very promising quality programs, but there seemed to be 
a problem with their attitude on quality which affected the implementation of 
the quality program. 
Attending training courses on quality subjects made a significant difference to 
the general information, factor enhancing quality program, causes of quality 
program failure and the ranking of HSMM towards quality programs. 
Combining all of these significant variables and classifying them based on their 
relation with the patient, quality program and staff gave a clear indication that 
most were related to attitude. 
The study concluded " that the input and the output of the hospital had less 
impact on quality programs compared to the process reflected by the 
knowledge, attitude and practice of the HSMM. 
Recommendations cover the input, output and the process of quality programs, 
with more emphasis on the process. The HSMM should pave the way for a 
quality culture in the hospital which pays proper attention to the development 
of the skills of the staff and their orientation to the quality environment. 
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CHAPTER ONE 
INTRODUCTION 
1.1 STATEMENT OF THE PROBLEM 
Apart from Ministry of Health which is the main provider of health care in Saudi 
Arabia, there are more than 15 others who share in the provision of health care in the 
Kingdom. Each provider has its own target population, medical and administrative 
set-up, budget and other resources necessary for their work. Since the private sector 
forms the largest provider, reorganization of the health services should be given 
serious thought. An important factor in a successful and effective reorganization is 
quality management. To disseminate quality culture through a newly planned system, 
the support of the top management is essential. It is therefore, of the utomost 
importance that the level of their knowledge and attitude towards quality programmes 
and their practice be investigated. The results of these investigations would identify 
the incorrect concepts and explain the underlying reasons for ineffectiveness of the 
practice of quality. It is envisaged that by correcting these shortcomings the future 
success of the implementation of health quality management programmes would be 
assured. 
To the knowledge of the researcher, no such study has been conducted in Saudi 
Arabia on the same subject. The information on this is very limited all over the 
Arabian Gulf. 
1.2 RATIONALE OF THE STUDY 
Apart from primary health care services, -there are no officially agreed unified well- 
defined national health care standards in the Kingdom of Saudi Arabia (Khoja, 1995). 
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However, some health care providers have their own quality standards set by the local 
managing contractor who operates their hospital(s). In the absence of a national 
quality plan, variations and overlaps among the health care providers are expected. In 
fact, the evaluation of the method of delivery was just as important as the care 
provided. Quality standards assess a combination of what is provided and how it is 
provided. Saeed (1999) indicated that more than one-half of the health care managers 
of Saudi hospitals were dissatisfied with the initiatives their hospitals mae to improve 
quality. Consequently,. a comprehensive exploratory study on which the design of the 
national health quality program can be founded is urgently required. 
1.3 SCOPE OF THE STUDY 
Because of the constraints of time and resources, the scope of the study was limited to 
hospital senior and middle management (HSMM) in Eastern Saudi Arabia (ESA). 
Owing to the wide range of nationalities working in the Eastern Province, multipled 
health providers and the variety of industries present, the region is unique and is, 
therefore, perhaps the best suited for studies and research. People in this province 
have high expectation of the quality of health care to be provided. Decision makers, 
therefore, have a difficult task in satisfying these clients and their needs. 
Although quality is part of everyone's routine duties, the key persons for the 
successful implementation of programs are middle and senior managers. Regardless 
of the ownership of the hospital or the background of its clients, quality concepts are 
more or less the same. Nevertheless, more than the commitment of knowledgeable 
HSMM is required to support a good quality program. The role of health care 
providers in the life of patients is essential. Consequently, the scope of the study will 
2 
be the knowledge, attitude and practice of HSMM of all of the hospitals of the eastern 
province of Saudi Arabia. 
1.4 RESEARCH AIM AND OBJECTIVES 
This study aims to identify the role of HSMM in providing quality health care in the 
hospitals of Eastern Saudi Arabia by ascertaining their knowledge, attitude and 
practice of the quality of health care, and their effectiveness in supporting an action 
research designed to improve the quality of nursing services in their hospitals. 
These objectives will be achieved by answering the following questions: 
Q. 1. How correctly do HSMM define and perceive quality health care? 
Q. 2. In the actual practice of HSMM, what level of importance and priority do they 
give to the provision of quality health care services? 
Q. 3. What measures are HSMM currently undertaking to ensure and enhance the 
provision of quality health care in their hospitals? 
Q. 4. How supportive will they actually be to the small action quality research to be 
implemented in their hospital? 
3 
CHAPTER TWO 
STUDY AREA PROFILE 
2.1 SAUDI ARABIA 
2.1.1 Background 
The Kingdom of Saudi Arabia occupying most of the Arabian Peninsula was founded 
in 1932 by King Abdul Aziz Ibn Saud as an Islamic monarchy in the Middle East. It is 
a land of vast deserts and little rainfall. Huge deposits of oil and natural gas lie 
beneath the sands of the deserts. Saudi Arabia was a relatively poor nation before the 
discovery and exploitation of oil. Since the 1950s, income from oil has made the 
country wealthy. Islam developed in Arabia and soon came to influence nearly all 
aspects of Arabian cultural life (Anthony, 2004). 
When the Kingdom of Saudi Arabia was established in 1932, its economy was 
fragmented and small. People in the Al Hijaz cities of Makkah, Medina and Jeddah 
derived most of their income from the annual influx of thousands of hajj pilgrims. 
Coastal settlements on the Red Sea-relied on trade and fishing, while those on the 
Arabian Gulf grew dates and other products. In the central Najd region, economic 
activity revolved around trade between nomads who raised camels, sheep, goats and 
horses - and settled groups, who grew crops and produced handicrafts. Principal 
Saudi exports were dates and livestock and imports included textiles, grains, other 
foodstuffs and various manufactured products (Anthony, 2004). 
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Oil revenue transformed the Saudi economy in the mid - 20`h century. Oil revenues 
were channeled to development programs into areas such as transportation, housing, 
health, education and defense (Anthony, 2004). 
Fossil remains of elephants, hippopotamuses, crocodiles and other large animals 
found in parts of the Arabian Peninsula indicate that the climate was able to support 
much more vegetation between 11 million and 4 million years ago than it does today. 
The region's and climate, however, seems to date back to at least 5000 years. 
Prehistoric flint tools, rock drawings in various parts of the peninsula, provide 
evidence of scattered habitation by Stone Age peoples (Anthony, 2004). 
Muhammad (PBUH), the prophet of Islam, was born in Makkah in about 570 AD to a 
family belonging to a branch of the Quraysh, the dominant tribe of Makkah. His first 
attempts to preach the oneness of God had only partial success, gaining him both 
followers and opponents in his home city. Muhammad (PBUH) had more success 
with tribes in nearby Medina, where he moved in 622. Muhammad's (PBUH) 
emigration, known as Hegira (hijrah in Arabic) marks the first year of the Islamic 
calendar. In 630, he returned with his followers and conquered Makkah. 
After Muhammad's (PBUH) death in 632, the Islamic community (ummah) was 
guided by caliphs (khalifah, Arabic for "successor"), who succeeded Muhammad 
(PBUH) in his role as Islam's political leader. The first four caliphs ruled from 
Makkah and Medina, overseeing the rapid expansion of an Islamic empire through 
conversion and military conquest. By 650 an organized Islamic state ruled a newly 
unified Arabian Peninsula as well as the entire Fertile Crescent (what is now Iraq, 
5 
Syria, Lebanon and Palestine) and Egypt. The Umayyad dynasty of caliphs moved the 
seat of the caliphate to Damascus in 661. The political center of the great Islamic 
empire would remain outside the peninsula from this point onward, relegating Arabia 
to the fringes of Islamic culture and power until modem times. After 1269, most of Al 
hijaz was ruled by the Egyptian Mamluks. The Ottoman Empire gained control of Al 
hijaz when it conquered Egypt in 1517. Neither the Mamluks nor the Ottomans 
extended their authority into the central Arabian Najd region, which remained the 
domain of Bedouin, tribal chiefs (Anthony, 2004). 
2.1.2 Geography 
The Arabian Peninsula is essentially a huge, tilted block of rock, highest in the west 
and sloping gradually down to the east. Most of this slab of rock is covered with the 
sands of several large deserts. Saudi Arabia's landscape also contains mountain 
ranges, flat coastal planes, and the rocky remains of hardened lava flows. The 
country's climate is hot and dry, with no permanent rivers or lakes (Royal Embassy of 
Saudi Arabia, 2004; Anthony, 2004). 
Saudi Arabia is bounded on the north by Jordan, Iraq and Kuwait; on the east by the 
Arabian Gulf and Qatar; on the southeast by the United Arab Emirates and Oman; on 
the south by Yemen; and on the west by Red Sea and the Gulf of Aqaba (Figure 1). 
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Saudi Arabia has an area of about 2,240,000 sq km (about 864,900 sq mile) with 
Riyadh as its capital. It can be divided into four natural regions: the mountainous 
western highlands, the rocky central plateau; the more fertile, eastern low lying 
coastal plane; and the sandy desert areas of the north, east, and south. To have a sense 
of its size, the land area of Saudi Arabia exceeds that of Western Europe or is 
approximately one third that of U. S. A. (Royal Embassy of Saudi Arabia, 2004; 
Anthony, 2004). 
2.1.3 Socio-demography 
In 2003, the estimated population of Saudi Arabia was 24.3 million, with a density of 
10.8 persons per sq km (28.1 persons per sq mile). About 23 per cent of the 
population (about 5.4 million people) is made up of foreign nationals. The country's 
population growth rate is 3.27 per cent. The rapid rate of population growth and the 
large percentage of foreign workers and their dependants have significant political, 
social and economic implications for Saudi Arabia. Foreign workers play an 
important role in the country, making up a large portion of the labor force and 
consumer base. However, due to a series of economic downturns, the government has 
introduced a policy of Saudization to reduce its reliance on expatriates in the work 
force. Of the Saudis, Bedouins constitute around 10% of the population (Royal 
Embassy of Saudi Arabia, 2004; Anthony, 2004). 
_ 
The large, foreign-born population of the kingdom consists mainly of Arabs from 
other Arabian Gulf states, Egypt, Jordan, Lebanon, Syria and Yemen. In addition, 
many people from India, Pakistan, Sri Lanka, Bangladesh and Philippines live and 
work in Saudi Arabia. Arabic-is the national language of Saudi Arabia and is used by 
8 
most of its native population. English is an important second language, used in 
government, commerce and the media and among the non-Arab expatriate community 
(Royal Embassy of Saudi Arabia, 2004; Anthony, 2004). 
2.1.4 Political structure 
The chief governor and the custodian of the two holy mosques of Saudi Arabia is the 
King. Various rules of succession have been developed since the founding of the 
kingdom in 1932. In 
, 
1992, King Fahad decreed that the king could designate or 
remove the crown prince. Furthermore, the crown prince would not automatically 
ascend to the throne upon the death of the king, but would serve only as provisional 
ruler until fully confirmed by religious and government leaders (Royal Embassy of 
Saudi Arabia, 2004; Anthony, 2004). 
Saudi Arabia has no separate legislature and no political parties. Laws are issued by 
the king and his ministers. In 1992, King Fahad called for the creation of a 
consultative council, whose members were selected by him. The council was 
officially inaugurated in 1993 with a membership of 60. The council's membership 
was increased to 90 in 1997, and to 120 in 2001. The council has no legislative 
powers, but has the right to summon and question ministers, and to offer 
recommendations to the King (Royal Embassy of Saudi Arabia, 2004; Anthony, 
2004). The country is divided administratively into 18 regions; each of which is 
governed by a prince whoris nominated by the Minister of the Interior Affairs, but is 
appointed by the King. These princes are accountable to the King, the Crown Prince 
and the Minister of the Interior Affairs. Each large town in the regions is governed by 
a Mayor appointed by the prince of-the region. Each region has the authority to run its -- 
9 
own affairs. The heads of each government department in the region including, for 
example, the General Director of Health in Dammam, are appointed by their 
ministers. These heads are accountable to the ministers concerned, deputy ministers 
and the regional princes. In each region, there is a Regional Council which is chaired 
by the regional prince and whose members are heads of government departments as 
well as some appointed key community leaders. In towns, like Qateef, there is also a 
local council whose members are the heads of government departments in the town. 
These councils meet, regularly to discus various issues relating to the general 
development of the area (Royal Embassy of Saudi Arabia, 2004; Anthony, 2004). 
2.1.5 Health System 
Other than Aramco (Saudi Aramco Oil Company) medical services, there is no clear 
documentation as to the type of health services available before 1950. In addition to 
the medical and health care provided by Aramco and which was available mainly to 
the employees of the company and their dependants, people used to travel to 
neighboring countries, especially Egypt and Bahrain for the necessary health care. 
The organization of the government health service system began in 1950, developing 
slowly in the early years until the mid-seventies when there was a rapid expansion, 
together with socio-economic progress. As a matter of fact, until the late 1970s, the 
curative services used to be delivered through hospitals, dispensaries and health posts, 
while the preventive services were provided by what was then known as health 
offices, and' later through mother' and child health centers. Communicable disease 
control was dealt with centrally through vertical programs (Ministry of Planning, 
2002; Royal Embassy of Saudi Arabia, 2004 and. Anthony, 2004). 
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The country is divided into 19 health areas, general directorates of health, each 
administered by general director or a director with limited authority. As resources 
diminish, the tendency towards centralized decision making increases with the aim of 
limiting the level of spending (Ministry of Planning, 2002; Royal Embassy of Saudi 
Arabia, 2004 and Anthony, 2004). 
In recent years, providing health care needs for Saudis has become an . 
important 
priority for the leaders, of the Kingdom. There have been astonishing successes in the 
health care services, such as free medical treatment for all citizens, and the virtual 
eradication of epidemic diseases. Moreover, Saudi Arabia was the first among only a 
few nations to adopt the Alma-Ata Document of WHO, and do so almost completely. 
These health facilities and sincere efforts have led to a significant reduction in child 
mortality rates, falling from 68 per 1000 in 1980 to less than 30 per 1000 in 1993 
(Ministry of Planning, 2002; Royal Embassy of Saudi Arabia, 2004 and Anthony, 
2004). The development of a comprehensive and modem health care system in the 
country is evident in the number of facilities and specialized services, as well as the 
reduction in the number of those seeking treatment abroad. Since the introduction of 
the series of five-year development plans in 1970 by the government, Saudis have had 
access to thousands of hospitals and clinics throughout the country. The Fifth 
Development Plan (1990-1994) led to a 13.92 billion dollar investment in the health 
sectors aimed at building new facilities or improving the existing ones. The number of 
hospitals, clinics and health centers has increased five-fold in the last two decades, 
while the number of physicians has increased 21-fold, and the nursing and technical 
staff has grown 16 - fold (Ministry of Planning, 2002; Royal Embassy of Saudi 
Arabia, 2004 and Anthony; 2004). 
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In line with the government's interest and attention to the quality of health care 
services and their provision for all citizens, the development plans have been 
particularly directed at the health sector. This has enabled it to effect significant 
improvements in the past 32 years (Ministry of Planning, 2002; Royal Embassy of 
Saudi Arabia, 2004 and Anthony, 2004). 
The Ministry of Health is the major government agency entrusted with the provision 
of preventative, curative and rehabilitative health care for the citizens of the Kingdom. 
The Ministry provides primary health care (PHC) services through a network of 
health care centers (1786 centers) throughout the Kingdom. It also provides specialist 
curative services through general and specialist hospitals (190 hospitals with 28,140 
beds) (Ministry of Planning, 2002; Royal Embassy of Saudi Arabia, 2004 and 
Anthony, 2004). The military and security agencies provide health services for their 
staff and other segments of the general public, while school health units, affiliated to 
the Ministry of Education provide primary health care for students. However, the 
General Organization for Social Insurance and the General Presidency of Youth 
Welfare provide medical services to certain categories of the population, while the 
Royal Commission of Jubail and Yanbu provides health services for its staff (Ministry 
of Planning, 2002; Royal Embassy of Saudi Arabia, 2004 and Anthony, 2004). 
The Kingdom's universities have specialist curative services in their specialist 
medical colleges and hospitals, besides medical education and training programs. 
Furthermore, they also conduct research in collaboration with other research centers 
on health-related matters (Ministry of Planning, 2002; Royal Embassy of Saudi 
Arabia, 2004 and Anthony, 2004). The Faisal Specialist Hospital'and Research Center 
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uses highly qualified international medical cadres to provide advanced specialist 
curative services for citizens require advanced medical care. The research center at 
the hospital also conducts research in medical areas to fulfill the needs of the society 
(Ministry of Planning, 2002; Royal Embassy of Saudi Arabia, 2004 ; Anthony, 2004). 
The Saudi Red Crescent Society undertakes significant tasks in the domain of 
emergency services throughout the Kingdom in addition to its unique services for 
pilgrims and Umrah performers at the Holy Places (Ministry of Planning, 2002; Royal 
Embassy of Saudi Arabia, 2004 ; Anthony, 2004). 
The private sector is keeping abreast with the process of health development in the 
country by complementing significantly the services provided by the government 
through several health facilities, the quality of which is supervised by the Ministry of 
Health. These facilities comprise 93 hospitals with 9039 beds, 714 dispensaries and 
798 clinics. The number of health manpower in the health establishments of the 
private sector reached 9168 physicians, 12925 nurses and 6895 assistant technicians. 
The private sector, along with some government health facilities, also participates in 
the manufacture of drugs and medical supplies, as well as in the supply of medical 
equipment and appliances (Ministry of Planning, 2002; Royal Embassy of Saudi 
Arabia, 2004 ; Anthony 2004). Owing to the government's ardent objective to provide 
health services to all citizens, ambitious programs have been inaugurated throughout 
the Kingdom in successive development plans. During the period 1970 (1390) -x"2001 
(1421), the number of hospitals increased from 74 hospitals with 9039 beds to 322 
hospitals with 46345 beds, -. while the number of health centers went up from 591 to 
3556. In the same period, the total number of physicians increased from 1172 to 
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31,399, the nursing staff from 3261 to 66772 male/female nurses, and the number of 
allied health personnel including pharmacists rose from 1741 to 41,173 (Ministry of 
Planning, 2002; Royal Embassy of Saudi Arabia, 2004 and Anthony, 2004). 
The aforementioned achievements have contributed in raising the standard of health 
services, the growth rate of which indicates the attainment of qualitative improvement 
and progress. This is clearly reflected by the significant decline in infant mortality rate 
from 118 cases in 1390 to only 19 cases per 1000 birth in 1421. Furthermore, the rate 
of infectious diseases per 100-thousand inhabitants declined to a minimal level i. e. to 
zero for poliomyelitis and diphtheria, and 0.02 for whooping cough. Life expectancy 
rose from about 53 years in 1390 to more than 71 years in 1421 (Ministry of Planning, 
2002; Royal Embassy of Saudi Arabia, 2004 and Anthony, 2004). Development 
efforts continue to raise the standard of health and provide very efficient health care to 
all citizens. In the seventh plan, a number of health programs and projects are to be 
implemented in order to match the growing needs in the health services associated 
with the population growth. The continuous desire to enhance service efficiency and 
upgrade health standards is to be fulfilled through the achievement of the following 
objectives (Ministry of Planning, 2002; Royal Embassy of Saudi Arabia, 2004 and 
Anthony, 2004): 
" To continue to proving preventive and curative primary health care and facilitate 
their accessibility through primary health care centers alongside the maintenance 
of continuous support of specialist curative services. 
. Continue to upgrade health standards and to reduce morbidity and mortality rates. 
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" Prepare and develop health manpower in order to meet the quantitative and 
qualitative needs. 
" Develop health management, improve information system and conduct health 
research. 
" Ensure coordination and integration of all health activities and services provided 
through various health care agencies, as well as optimal use of available resources. 
" Enhance the role of the private sector in providing health services and financing 
the construction and management of health facilities (Ministry of Planning, 2002; 
Royal Embassy of Saudi Arabia, 2004 and Anthony, 2004). 
All these facilities, both existing and planned, have led to an unprecedented 
improvement in the health sector and have resulted in 98 per cent coverage of health 
care provision throughout the Kingdom. Developmental efforts continue to upgrade 
health standards (Ministry of Planning, 2002; Royal Embassy of Saudi Arabia, 2004 
and Anthony, 2004). 
In recent years, the provision of health care needs of the Saudi people has been a 
priority of the Kingdom's leaders. Saudi Arabia has achieved astonishing success in 
health care services, such as free medical treatment for all citizens and the virtual 
eradication of epidemic diseases. 
Moreover, Saudi Arabia was the first amön ey. a few nations to adopt the Alma-Ata 
Document, -and 
did so "almost in full". The document was created during a meeting 
held in Alma -Ata, Kazakhstan and sponsored by the World Health Organization in 
the early 1980s. The result was a call for a comprehensive health care package-for 
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children, including compulsory vaccination and primary health care. Due to advances 
in both health care services and facilities, the Kingdom has been able to make great 
strides towards implementing the document. Children are vaccinated against diseases, 
such as tuberculosis, hepatitis, tetanus, whooping cough, diphtheria, measles and 
mumps. This has led to a significant reduction in child mortality rates from 68 per 
1000 in 1980 to less than 30 per 1000 in 1993 (Ministry of Planning, 2002; Royal 
Embassy of Saudi Arabia, 2004 and Anthony, 2004). 
The development of a comprehensive and modem health care system in the country is 
evident in the number of facilities and specialized services, as well as the decrease in 
those seeking health care treatment abroad. Since the government initiated its series of 
five-year development plans in 1970, Saudis have had access to thousands of 
hospitals and clinics throughout the country. The Fifth Development Plan (1990 - 
1994) led to a billion-dollar investment in the health sector aimed at building new 
facilities or improving existing ones. The number of hospitals, clinics and health 
centers has increased five-fold in the last two decades, while the number of physicians 
has increased 21-fold and nursing and technical staff grew 16-fold (Ministry of 
Planning, 2002; Royal Embassy of Saudi Arabia, 2004 and Anthony, 2004). All of 
these facilities, both existing and planned, are strategically located in order to make 
them easily accessible to all in Saudi Arabia. The Kingdom is already home to one of 
the largest hospitals in the Middle East, the King Fahad Medical City, which includes 
five hospitals and various health centers. This unprecedented development has 
resulted in 98 per cent coverage of health care in the Kingdom. Twenty years ago, 
hospitals and clinics provided only general services. Today, however, the quality of 
health care has improved with many facilities specializing in numerous fields, such as 
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obstetrics and gynecology, psychiatric care, contagious diseases and eye disorders. In 
fact, one of the biggest eye hospitals in the world is the King Khalid Eye Specialist 
Hospital in Riyadh (Ministry of Planning, 2002; Royal Embassy of Saudi Arabia, 
2004 and Anthony, 2004). 
Research and education also play a vital role in improving the health of the nation. 
The Ministry of Health sponsors health awareness programs through the distribution 
of publications, posters and media advertising. These projects are aimed at informing 
the public about various diseases, nutrition, preventive vaccination, the dangers of 
smoking and the effects of environmental pollution. Health research in the Kingdom 
not only improves the quality of life within Saudi Arabia, but also contribute to the 
improvement of health throughout the world. For instance, the research conducted at 
the King Saud University's School of Pharmacology has resulted in the development 
of new drugs, including one for the treatment of diabetes. The King Khalid University 
Hospital has been in the forefront of cancer research. Numerous charitable and 
benevolent societies are active throughout the nation, addressing the needs of the 
disabled and senior citizens. One significant provider is the Saudi Red Crescent 
Society which offers health services both within the Kingdom and abroad. The Red 
Crescent Society operates 141 medical centers, as well as a fleet of mobile clinics, 
medical evacuation helicopters and 500 ambulances (Ministry of Planning, 2002; 
Royal Embassy of Saudi Arabia, 2004 and Anthony, 2004). 
The Kingdom's Pharmaceutical dispensing is another indication of the attainment of 
high medical standards. Besides maintaining prices, the Kingdom assures appropriate 
dosage and dispensing by monitoring these transactions. Furthermore, the Ministry of 
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Health prevents unethical practices, such as the sale of sample products or expired 
medicine, by conducting routine inspections (Ministry of Planning, 2002; Royal 
Embassy of Saudi Arabia, 2004 and Anthony, 2004). 
2.2 EASTERN PROVINCE 
2.2.1 Introduction 
Eastern Province is one of the most developed provinces of Saudi Arabia because of 
the natural resources of oil and related industries. It comprises major cities like 
Dammam, Dhahran, Al-Khobar, Alhasa, Jubail, Hafar Al-Batin as well as the smaller 
towns of Qatif, Seehat, Safwa and Naria (figure 2). This area is situated on the Eastern 
Coast of Arabian Peninsula on longitude 50-degrees east and on latitude 26-degrees 
north. The temperature of the region ranges between 5 degrees to 45 degrees 
centigrade and a humidity of up to 90 percent in the summer months. 
The Eastern Province became world famous as a result of the discovery of oil in 1933 
which, thereafter, completely changed the socio-economic face of the region. 
Historically, it belongs to an old civilization known as the Delmon civilization that 
included the entire western coast of the Arabian Gulf. 
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The official figures for the population of the Eastern Province of Saudi Arabia ussued 
by the Ministry of Planning in the 1992 census state 1902108,987301 of whom are 
male and 914807 female. The non-Saudis were 673712,516123 of whom are males, 
and 157589 females (Ministry of Planning 2002). 
Information on Health Indicators of Eastern Province revealed that the total number of 
hospitals, including private and university hospitals, and Primary Health Centers, 
including those in Al-Hassa and Hafr Al-Batin (Ministry of Health, 1998) were 190. 
The number of hospitals and primary health centers has increased significantly owing 
to recent private sector involvement in the provision of health care in the Eastern 
Province. Several clinics, polyclinics, specialty hospitals and super specialty hospitals 
have been set up, improving the quality of health services. In addition to these, 
regardless of the size or population, villages are served by public health centers. For 
examples, in Dammam there are 22 primary health centers. Similarly, in Qateef, an 
important area of the Eastern Province there are more than 30 primary health centers, 
one central hospital, one general hospital as well as private and charitable health 
centers. ' 
The annual health report for health indicators in the Eastern Province indicates that 
there are 19 hospitals with more than 3500 beds and 189 health centers (Al Mutraf, 
1999). 
The total number of physicians is as follows: There are more than 400 Saudi 
physicians, more than 900 non-Saudis totaling more than 1300 physicians working in 
Ministry of Health hospitals. There are about 1500 hospital beds with a thousand 
physicians--in other government agency hospitals. Of these, about 300 are Saudi and 
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650 are non-Saudi. In the private sector of Eastern Province, there are 16 hospitals 
with more than 2000 beds and about 1300 physicians. About 40 of the physicians are 
Saudis and 1260 are non-Saudi physicians (Al Mutraf, 1999). Similarly, the number 
of nurses working for the Ministry of Health in the Eastern Province is more than 
3500,1000 of whom are Saudis. In the private sectors there are more than 2500 
nurses, 25 of whom are Saudis and the rest non-Saudis (Al Mutraf, 1999). 
2.2.2 Main Health Problem 
The area was well known historically as a malaria endemic area. It also used to be a 
trachoma endemic. Blood genetic disease, especially sickle cell disease, constitutes 
the major health problem in the area. Other problems are those mainly related to 
mother and child that could be found in any developing country. The Aramco 
Epidemiology Unit (Aramco 1982) has recorded no malaria cases that has spread 
locally since 1975. Aramco's health surveillance activities date back to the early days 
of oil exploration in Saudi Arabia. The impact of these early efforts is illustrated by 
the Malaria Control Program initiated in the 1940's. In 1947, working under the 
authorization of the Saudi government and using an independent Saudi contractor, 
Aramco began the Malaria Control Program in the Qateef and Al Hasa Oasses. As a 
result of this the prevalence of malaria among Aramco employees and their 
dependents fell from 85 per cent in 1947 to 14 per cent in 1949 to 1.5 per cent by 
1952 and finally to zero by the end of 1957 when the World Health Organization 
entered a cooperative effort to achieve full eradication of malaria in the Eastern 
Province (Al Qatari, 1997). With regard to trachoma, a report from the research 
department in King Khalid Eye Specialist Hospital, (1990), found out that both 
infectious trachoma and blindness resulting from trachoma dramatically declined in 
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the Eastern Province between 1984 and 1990, with an even greater reduction in the 
Dammam area that includes Qateef, mainly as a result of the socioeconomic 
improvement in the area mentioned earlier. The chances are that the infection will be 
entirely eliminated from the population provided there are active case findings and 
family follow-up programs (Al Qatari, 1997). Sickle cell disease and other blood 
genetic diseases remain a major health problem in the area. The latest estimate of the 
incidence of sickle cell disease in Qateef area is 2.2 per cent and that for the carrier 
state, sickle cell trait,. is 29.8 per cent (Al Qatari, 1997). Since it is impossible to 
legislate an abortion and the prevention of the marriage of carriers for traditional 
reasons, the propagation of the disease and an increase in its prevalence is likely to 
occur. Tremendous efforts are needed to reduce or completely arrest this propagation. 
The improvement of education will definitely help. With the control of communicable 
disease, problems related to lifestyle are likely to become more pronounced. The area 
is experiencing epidemiological transition. In the adult population of Saudi Arabia 
road accidents constitute the commonest cause of death, followed by cancer (Ministry 
of Health, 1994). 
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CHAPTER THREE 
QUALITY MANAGEMENT 
3.1 INTRODUCTION 
Health is best defined by the World Health Organization as a state of complete 
physical, mental and social well-being and not merely the absence of disease or 
infirmity (WHO, 1992), whereas care is the management of, responsibility for, or 
attention to the safety and well-being of another person or other persons. 
Without question, "quality" is expected to be an integral component of all health care 
services. Despite this universally accepted belief, the measurement of quality and 
what constitutes an acceptable level of quality is still debatable. Scholars and 
researchers, health care providers and individual consumers of health care all bring 
different perspectives into the debate. 
As health care delivery systems struggle to achieve a balance between cost and 
access, clarifying the roles of clinical quality and service community in achieving the 
desired outcomes becomes increasingly important. Health care organizations and 
other service industries will, inevitably, compete for quality. Orme (1992) succinctly 
described the goals of quality improvement (QI) efforts in health care as the 
improvement of the processes of delivering care, thereby increasing customer 
satisfaction with the quality of care (service outcomes), to improve the health of 
patients (clinical outcomes) and to reduce the cost of providing care. 
Quality in medicine is a concept that is as old as medicine itself, though -there 
are 
betfer-means of achieving it now. Concerns about quality. in all aspects was the idea 
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behind many of the events written or told about ancient pioneers in medicines of the 
Mesopotamia, Egypt, Greece or Arabia. They all sought to perfect their procedures, 
however unscientific, and confirm certain rules known then to achieve the best results 
for their patients. This is evident in the writings of many Islamic Scholars (Ashoor, 
1984; Salman, 1991). This concept of quality was propagated through different 
civilizations and has developed considerable momentum as the means of acquiring 
and accumulating knowledge improved. It is understandable that Maxwell (1984) 
stated that a genuine concern for quality, however well intended, cannot be equated to 
evidence-based evaluation. 
3.2 HISTORICAL DEVELOPMENT 
Health care can be traced back 7000 years, when primitive tribes. sought out the 
medicine man or shaman with a reputation for supernatural powers to rid tribal 
members of whatever ailed them. Much like the physicians of today, primitive 
medicine men attempted to remove foreign bodies (stones and splinters), but unlike 
modern physicians, they sucked out the object. Interestingly, they were often 
successful in their primitive treatment (Ackerknecht, 1982). 
The earliest written record of health care dates back 2700 BC, to a time when the 
literature describes Egyptian physicians and dentists. Information on health care 
during the Egyptian period is recorded on papyri, material made from the papyrus 
plant. These papyri document the practice of medicine more than 5000 years ago. One 
of the more famous of these documents is the Edwin Smith Papyrus, which shows a 
case approach that includes a provisional and final diagnosis, examination technique, 
signs of disease and treatment including magic formulas, prayers and manipulations 
(Ackerknecht, 1982) - 
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It is not exactly known when the notion of quality began. However, ancient Egyptian 
civilization and the remains of ancient structures indicate that by the time of the 
construction of the pyramids every effort was made to ensure quality through strict 
controls. The perfection of the pyramids was the earliest formalized effort to control 
quality, their chief contribution being in engineering (Banks, 1989). The code law of 
Hammurabi, King of Babylonia (1800 BC) has been considered by authors like 
Ashoor (1984); Banks (1989); Salman (1991); Dale (1994); and Merry (2001) as 
evidence of the control of quality in a relatively advanced civilization. 
The Greeks contributed to the quality movement motivated by trade and commerce. 
They produced high quality pottery and vases, differing in type, decorations and 
methods of production. They also contributed to literature, medicine and mathematics 
and developed an enormous literature on human experience and values and advanced 
mathematical methods for use in statistics. Interestingly, they also contributed to the 
quality movement by means of the oath of Hippocrates that is still used today, and 
which clearly states that physicians should give the best possible health care to their 
patients (Banks, 1989). Ancient Romans also continued building on what the Greeks 
had started. They left a legacy in quality, especially in architecture and engineering 
(Banks, 1989). It is evident from the review of literature that the modem concept of 
quality has been around at least as long as Taylorism, which championed the 
attainment of quality through inspection (Taylor, 1914). 
-Many developing countries 
did not realise that any health care system should be based 
on the real health needs of its people, so even after independence from colonial rule, 
they continued to. imitate and adopting the system of previous rulers which were as 
mentioned earlier, curative, low impact, elite-oriented health services (Rhode, 1983). 
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Hence, we find that countries colonized by the French adopted the French system, 
while those colonized by the British, adopted the British system. The independence 
period of major developing countries was when hospitals were in the stage of progress 
and it was natural for any nationalist to resort to what, at the time, was the sign of 
excellence in health. Unfortunately, by so doing, developing countries used up their 
limited resources for health; building hospitals that were expensive to run and which 
needed costly foreign expertise mostly from the ex-colonizer. This was the gigantic 
non-stop cycle operating a system that could not meet the real health needs of the 
people. 
This was reinforced by the fact that developed countries did not regard health and 
other social dimensions of welfare in general as part of development during the period 
when major developing nations were gaining independence (Ebrahim, 1988). This 
concept was known as the modernization concept in health care. The success of the 
Japanese in the global market place in the 19th century brought the philosophy of 
quality improvement to international attention. 
Although it can be said that physicians had embraced the quality philosophy since the 
time of Hippocrates, the historical roots of QI in medical care was frequently 
attributed to such early leaders as Dr Ernest A. Codman who promoted the concept of 
"end result" at Massachusetts General Hospital in the early 1900s; Dr George Gray 
Ward at New York women's hospital, who pioneered the medical audit and Dr. 
Thomas Porton, who instituted one of the first risk -classification systems. 
However, it became more prominent by the role of American College of Surgeons in 
the early 19`h century. The original Minimum Standard adopted by ACS Board of 
Regents in December 1919 was an important first step toward improving the quality 
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of health care. By 1950, through the efforts of the ACS, more than half of the 
hospitals in the US had demonstrated compliance with the current version of the 
standards. (Roberts, 1987) 
Literature of this period suggests that learning-based models of quality assurance 
successfully improved hospital standards throughout the two decades. However, in the 
1950s and 60s something went seriously wrong with peer review (Merry, 2001). It has 
been stated by the above authors that Avedis Donabedian's structure - process - 
outcome quality model and Paul Ellwood's outcome measurement concepts played a 
role in health care quality and its history, until 1999 which is regarded the critical 
turning point by Merry, (2001). 
In the late 1960s and 1970s, many of the above-mentioned ideas were to prove not 
just inappropriate but also ineffective in both the developing and developed countries. 
The importance of dealing with the real health problems and the inability of hospitals 
to meet them became obvious (Bryant, 1975; UNICEF, 1976; and King, 1978). 
Consequently, the importance of health and other social services in the overall 
development of nations started to gain attention. Other developments in the 1970s 
paved the way directly for the concept of primary health care. This was the notion that 
a community should be involved in its own health care. Many countries developed 
their own national health policies based on community participation (Rhode, 1983; 
WHO, 1983). This also led to the evaluation of primary health care approach set out 
in the Alma Ata conference in 1978 with WHO playing a major role in promoting and 
marketing it (WHO, 1983). 
Deming's quality principles have been used as major health care applications by 
several hospital managements for quality enhancement and been found highly 
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beneficial. As one of the first hospitals to adopt a Deming-approach to quality, 
Brazosport Memorial was involved in a trail-blazing effort that Quorum Health 
Resources strongly supported and helped to implement in several of its hospitals 
(Lynn, 1991). 
3.3 QUALITY MANAGEMENT GURUS AND THEIR CONTRIBUTIONS 
Arguably, the best-known names in Quality Management literature are W. Edwards 
Deming, Joseph M. Juran, Phylip B. Crosby, Kaoru Ishikawa and Avedis 
Donabedian. Although several different philosophies exist, in general, the foundations 
of QM can be traced to the writings of these men. (Crosby, 1979; Donabedian, 1980; 
Juran, 1980; Deming, 1982 and 1986; Peters and Austin , 1986; Robbins, 1988; 
Rudman, 1992). 
3.3.1 Deming's contribution 
W. Edwards Deming is an American management consultant who has gained 
distinction for his work with Japanese manufacturing companies. He is widely 
credited for the Japanese shift in manufacturing, from low quality merchandise to 
many of the world's highest quality products today. 
In the 1950s, Dr Deming gave lectures and conducted training -sessions for top 
managers, convincing the Japanese business community that it could compete with 
the rest of the world on the basis of quality. He emphasized the importance of quality 
and helped educate Japanese manufacturing leaders in statistical quality improvement 
methods that they adopted and still use today. Deming's efforts received widespread 
recognition in the United States after the airing of 1980 NBC documentary stating "if 
Japan can-do it, why can't we? " Many US manufacturing firms including Ford and 
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General Motors hired Deming as a consultant and implemented his principles of 
quality management (Lynn, 1991). 
Deming is seen in his classic, Out of the Crisis, as the original QM advocate 
(Deming, 1982,1986 ; Logothetis, 1992). However, his philosophy was not endorsed 
or accepted by mainstream North American Management theorists or by practitioners 
until the early 1970s. His initial success in promoting his management style came 
when the Japanese adopted his ideology after World War II. Deming, more than any 
other QM philosopher, took a humanistic approach to management. His management 
theory is based on the belief that employees want to come to work, put in the 
maximum effort, strive for personal excellence and are committed to the best interests 
of the organization as long as these interests are in agreement with their personal 
needs and priorities (Deming, 1986). 
Deming's approach is process rather than outcome oriented. He assumes that workers 
are committed both to excellence and to working at maximum capability and that 
management leads in the desired direction. Therefore, the evaluation of workers is 
superfluous. Deming suggests that organizational problems are more likely to result 
from inefficient management or work procedures rather than from a lack of worker 
effort. Indeed, Deming suggests that about 85 % of the quality problems 
experienced within organizations lie with management and only 15 per cent with 
workers (Deming, 1986). 
In Deming's "Conception of management", there are no merit raises, formed 
evaluation, or individual status. Differentiation at the individual level leads to conflict, 
dissatisfaction and lower rates of productivity, -(Deming, 1982,1986 and Logöthetis, 
1992). 
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Deming's view is that economic stability of the organization requires the development 
of an atmosphere of constant change and innovation. A reactive strategy of knee-jerk 
response to adversity without a guiding vision or strategy leads to economic decline 
and threatens the survival of the organization. Top managements must take the 
initiative to ensure an open atmosphere of creativity, innovation and creative risk 
taking, even if the consequences in the short term are negative. This philosophy 
implies the belief in developing continuous educational programs for all employees. 
In this way, management is able to make use of all the skills and expertise of the 
empowered work force (Deming, 1982,1986 and Logothetis, 1992). 
While manufacturing companies were the first organizations to implement Deming's 
ideas, many service organizations - from public utility companies to hotels - began 
experimenting with his philosophy. Deming's ideas are detailed in Quality, 
Productivity, and Competitive position (1982) and Out of the Crisis (1986). 
Deming's philosophy revolved around the concept of continuous process 
improvement and a belief that management should create a work environment that 
promotes continual improvement in all processes within the organization. He 
emphasized that employees who are closest to the day-to-day operations must be 
involved in improving quality and must be appreciated for their efforts. Deming also 
advocated training workers in process improvement techniques, and applied these to 
all aspects of a firm, including product design, marketing, operations, purchasing, 
- "a 
administration, record keeping and service. Consequently, Deming criticized the use 
of slogans, campaigns and incentives to motivate workers to improve quality, unless 
techniques and methods for quality improvements were also provided. He suggested 
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that organizations should develop positive, cooperative relationships with a few 
suppliers and vendors so that quality problems can be eliminated (Deming, 1986). 
Deming was also a strong proponent of market research aimed at pleasing customers. 
He believed that for organizations to survive, they must learn what customers require 
in the way of products and services and do whatever is necessary to fulfill those 
requirements. He criticized traditional North American management methods of 
ignoring long-term investments aimed at improving quality and productivity for the 
sake of short-term profits. Overall, Deming's approach was an amalgamation of 
loosely related and often unoriginal ideas, but when implemented, these ideas formed 
a management style and organizational processes that yielded quality improvement 
throughout the organization (Deming, 1986). 
The Deming approach should not be confused with quality circles that are much more 
limited in scope and typically focus on individuals identifying problems in their 
functional areas rather than incorporating cross-functional teams and an organization 
wide management philosophy. Deming's ideas should also be differentiated from 
many productivity improvements measures (Koshuta , 1989) that increasingly focus 
more on the use of productivity indexes and quotas. After attending a Deming seminar 
and reading extensively about his work, administrators at Brazosport Memorial 
Hospital decided to adopt many of Deming's principles. Using the 14 points - 
Deming's own summary of his ideas - the hospital developed an ongoing " Quality 
Improvement Process" (QIP), which was not a program or procedure,, but a style of 
management (Deming, 1986) 
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3.3.2 Juran's Contribution 
Juran's major contribution to quality management involved the trilogy of quality 
planning, quality control and quality improvement, and the redesign of an emphasis 
on control charts as a primary method of evaluating performance (Juran, 1980 , 1988 
and Logothetist, 1992) 
Juran's emphasis on planning, control and improvement, suggests that both process 
and outcome measures must be continually monitored. Unlike Deming, Juran believes 
strongly in evaluating worker productivity through continuous performance appraisal. 
When performance falls short of goal expectations, corrective action should be 
initiated. Corrective action, according to Juran, may be in the form of either incentives 
or coercive action to ensure excellence and quality performance. Juran's quality 
management program includes provisions for merit pay and individual monitoring 
(Juran, 1988; Logothetis, 1992). 
To implement organization-wide evaluation standard of performance and evaluation 
criteria, Juran recommends using control charts. After a quality standard has been 
established Juran considers it necessary to monitor performance continually to detect 
lack of confirmity and initiate change to achieve reduction in both error rate and 
variation over time. Perhaps the most intriguing feature of Juran's modified control 
chart is the extreme fluctuation that occurs during the periods of change. Juran seems 
to recognize that when change is introduced and the status quo is disrupted, work 
performance becomes erratic during the adjustment period. After workers have 
become adjusted to the change, performance should improve in terms of the reduction 
in the number of errors and the degree to which performance. fluctuates (Juran, 
1980,1988; and Logothetis, 1992). In conclusion, Juran's contribution focuses mainly. 
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on the use of statistics and quality circles involving employees for a general quality 
management (Koch, 1992; Abdelhak, 2001; and Slovensky, 2001). 
3.3.3 Crosby's Contribution 
For Crosby, quality is complete conformity to standards (zero defects), a much more 
rigid definition of quality performance and excellence than employed by either 
Deming or Juran (Crosby, 1979; and Logothetis, 1992). Even a 99.9 per cent 
efficiency level would be unacceptable. This definition may be especially applicable 
in health care, where errors are likely to lead to irreversible consequences (e. g.: 
death). 
In contrast to Deming, Crosby is a strong advocate of goal setting, merit pay, 
recognition of "champions" or "stars" and exhortation of employees through slogans 
and competitions. Quality is implemented through the development of educational 
programs, mass media and human relations promotions and management's total and 
visible commitment to quality. Although Deming and Juran both advocate team 
building and group process, Crosby strongly focuses on the value of team decision 
making as the primary method of worker empowerment (Crosby, 1979). 
Crosby's work can be summarized briefly as an advocate of the zero defect, cost of 
quality and the use of slogans which will improve the quality. The seven statistical 
tools and seven management and planning tools form the core of Crosby's approach. 
He concluded that though technology and the methods of distribution can be very 
different, the motivations and reactions of the people involved will be the same. What 
works in one industry to improve quality will work in others - if time is taken to 
understand quality and contents (Crosby, 1979). 
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Another important factor described by Crosby (1979) is uncertainty. To Crosby, it has 
no merit as a management tool. People in a state of uncertainty tend to blame the 
quality department for quality problems. This is because of the lack of information on 
the subject. He states that it is important to recognize the real meanings of words and 
functions. Uncertainty belongs in the present, for each day reveals a new world and 
each night ends that world. Problem prevention is not a real part of uncertainty's 
operation, since to prevent it, one must look into the future (Crosby, 1979). 
3.3.4 Ishikawa's approach 
With their philosophy of quality, the Japanese have had a considerable global 
influence. In addition to collaborating with North Americans to improve the quality 
concept, Japanese contributors like Ishikawa, Tagguchi and others have provided 
useful working models for health quality programs. Ishikawa, a Tokyo-born engineer 
was an early collaborator with Deming and Juran, during their visits to Japan in the 
early 1950s. He is the author of many books and articles on quality control. He 
developed the cause and effect diagram, or fishbone diagram and was a strong 
proponent of quality circles. 
Ishikawa believed that information about processes and output was a crucial precursor 
to the improvement of quality and is credited with the maxim that the bedrock of 
quality is education (Peters and Austin, 1986). Ishikawa's contributions to quality 
control and quality management have been recognized by the prestigious awards 
received in both Japan and United States, notably the Deming prize, the Second Order 
- of the Treasure; 
The Grant Award and the Shewhart Medal. 
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It can be concluded that these scholars differ in their approach to how quality can be 
measured or improved, but more importantly, their basic ideas are the same. 
Slovensky, (2001) broadly grouped these similarities as follows: leadership and vision 
to achieve quality objectives; organizational infrastructure or culture that fosters 
quality; customer focus in all aspects of operations; use of problem-solving 
methodologies; employee training and empowerment and continuous improvement 
(Slovensky, 2001). 
3.4 QUALITY OF HEALTH CARE 
There is no single definition of quality of care, as various authors view them from 
different angles: medical, social, economic and psychological. According to 
Donabedian, (1980) good quality care is the kind of care in which medical science 
and technology are applied in a manner that maximizes their benefits to health 
without increased corresponding risk. Donabedian (1980) advocates that the quality of 
care provided depends on the expected benefits as well as risks. 
Feigenbann (1983) described quality as a way of managing an organization, and 
Maxwell, (1984) interpreted quality service as that which gives dignity, personal 
worth, individual fulfillment, respect and individuality to all human beings. A useful 
model for evaluating health services is that developed by Maxwell (1984). The model 
concentrates on six dimensions of quality: access, equity, relevance to need, social 
acceptance, efficiency and effectiveness. 
Quality of health care has also been defined by Roemer (1988) as the degree to which 
the resources of health care services utilized in health care corresponds to specific 
standards. In evaluating Donabedian's (1980) definition of quality, Linsk (1990) 
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added three limitations to his definition of quality. These are the lack of consideration 
for non-consideration of other clients in health care, the static approach to quality and 
the tendency to focus on physicians and certain aspects of physician's performance 
(Linsk, 1990). 
It is widely believed that the systematic application of industrial quality improvement 
in clinical processes and medical care outcomes has yielded significant results 
(Berwick, 1990; Berwick, 1989; James, 1989; Laffel, 1989). Reports suggest, 
however, that hospital leaders internationally narrow the focus of the quality 
improvement efforts to business or service processes to avoid the appearance 
encroachment of management on physicians' autonomy in making clinical decisions 
(Berwick, 1990). 
This tactical approach is consistent with the view that quality improvement projects 
directed at physician's practice patterns and utilization should be run by and for 
physicians (Kralovec 1990). Yet reports also indicate that with hospital leaders, there 
are substantial barriers to cultivating clinical involvement in QI projects 
(Mclaughtin, 1990; Merry, 2001). 
In fact, barriers to physician involvement may be the most important impedment to 
the success of quality improvement in medical care. (Berwick, 1990). Beyond the 
difficulty of securing physician participation, hospital leaders seeking to reap the full 
benefits of CQI/TQM face the additional challenge of removing the departmental and 
professional barriers that frequently make it difficult for cross- functional teams to 
address clinical cost and quality issues. Results suggest that leadership from the top is 
key to the success of meeting those challenges. For example, hospital leaders can 
enhance CQI/TQM effort by the kind of support they give to the organization's 
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mission and strategic objectives, allocation of financial and human resources for 
CQI/TQM aligning of compensation and performance appraisal systems to QI 
objectives to continue improvement (Berwick, 1990) 
Pajak (1992) defined quality of care as consisting of three elements: responsiveness, 
effectiveness and reliability. Similarly, Ovretveit (1992) defined quality service as 
that which fully meets the needs of those who need the service, at the lowest cost to 
the organization, within the limits and directives set by higher authorities and 
purchasers. This is probably one of the best definitions of quality although it falls 
short of consideration for those who need the service the least. It also fails to define 
the role of professionals and providers in health services quality. 
The hospital board also plays an important role in creating a corporate culture for 
quality. As the organizational entity legally held accountable for the quality of care, 
the board is ultimately responsible for developing and overseeing quality 
improvement (Arrington, 1995). 
Physicians are apparently reluctant to participate in QI projects as a result of distrust 
of the hospitals' motives, lack of time and fear that reducing variation in clinical 
processes will compromise their ability to tailor care to individual patient's needs 
(Blumenthal, 1995; Shortell, 1995). Thus, low clinical involvement in QI efforts 
seems to be due as much to management's reluctance to recruit physicians as to 
physicians' reluctance to participate. Low clinical involvement rates are unfortunate, 
for it is precisely in the application of industrial QI methods to clinical processes that 
the greatest impact can be made on health care costs, quality and outcomes. 
S 
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Given the central role that clinical personnel play in the allocation of resources and 
decisions, hospital leaders will have to devise strategies to increase clinical 
involvement in QI if they wish to realize the full benefits of this new approach 
(Bluementhal, 1995; Shortell, 1995 ). In industrial settings, leadership from the top 
seems to be a critical factor in overcoming the skepticism and reluctance of 
organizational process owners and middle managers (Deming, 1986; Ishikawa, 1985; 
Juran, 1988,1989). 
Leadership from the top is often cited as a critical determinant of successful QI 
implementation (Deming, 1986; Ishikawa 1985; Juran, 1988,1989). Only the senior 
leadership, it is argued, can establish quality as top priority, create a corporate culture 
for quality and mobilize the financial and human resources necessary to support 
organizational learning. The importance of high-level leadership may be especially 
critical in cultivating clinical involvement in CQITFQM. 
As Blumenthal (1995) observed, health care managers often lack direct control over 
the incentives and work conditions that affect physician behavior. Even when they are 
employed by health care organizations, physicians possess a unique body of 
knowledge that confers a certain measure of autonomy in making clinical decisions. 
Some quality experts, such as Crosby (1980), defined quality as conformity to 
requirement. In this case, it is assumed that quality variables are taken care of by the 
`requirement' which Dr. Deming defined as a never-ending cycle of continuous 
improvement. For Deming, quality is not a destination, but rather a journey 
(Asubonteng, 1996). Morgan (1994) defined quality as the totality of features of a 
product or service that bears on its ability to satisfy given needs: According to Glynn 
(1995) quality is an Objective and systematic approach. 
38 
3.5 TOTAL QUALITY MANAGEMENT: CONCEPTS AND DEFINITIONS 
Total Quality Management (TQM) has proved very successful and promising in the 
manufacturing industry. It has also been applied with success in the service industry. 
Owing to the distinctive nature of health-care services, however, the application and 
success of TQM have been limited to administrative and other supportive functions 
only in most healthcare organizations. 
TQM is also referred to as continuous quality improvement (CQI) and has no single 
theoretical formulation, nor any definitive shortlist of practices that are associated 
with it (Lawler, 1994). Different authors have defined TQM differently. Some 
definitions from the TQM literature reported by Ho and Cicmil (1995) are as follows: 
" TQM is a totally integrated effort to gain competitive advantages by continuous 
improvement of every facet of organizational culture (Ho , 1995). 
" TQM is total (every person in the firm is involved) quality (customer requirements 
are met ex-management (senior executives are fully committed) (Ho , 1995) 
" TQM is the total quality control's throughout the organization (Ho , 1995). 
TQM, or continuous quality improvement (CQI), as some prefer to call it, is the 
marriage of four disciplines-systems theory, organizational behaviour, marketing, 
and statistics. Hence the goals of a TQM process in health care are multifold: to 
improve the process of delivering care and thereby increase customer satisfaction with 
the quality of care (service outcomes); to improve the functional health of patients 
(clinical outcomes); and to reduce the costs of providing care. A major focus of TQM 
is to help all participants in a health care delivery organization understand how the 
individual processes they are responsible for, work together to create a complete 
system of interrelated processes. Another component of the TQM processes identifies 
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quality costs, or poor quality costs. Some experts estimate that quality cost in health 
care organizations can be as high as 40 per cent of the revenues (Anderson, 1991). 
TQM was first popularized in Japan by Japanese manufacturing firms whose entire 
philosophy was based mostly on the teachings of doctors Deming and Juran, two 
important North American experts in quality who went to Japan to teach the Japanese 
how to run modern manufacturing plants after World War II. The old fashioned type 
of management became less and less productive in the face of increasing customer 
demands for producis of better quality. Because of the heavy emphasis placed on 
inspection to satisfy growing demands of quality products, many successful 
companies of 1950s and 1960s had turned into unproductive ones by the end of 
1970s. This created a situation in which North American companies felt compelled to 
try the new idea that reportedly had been so successful in Japanese companies. 
Developed by North Americans in the 1940s and implemented by the Japanese in the 
1950s, TQM made its North American debut in the early 1980s, primarily in 
manufacturing organizations (Katz 1988 and Walton 1986). In the late 1980s, many 
health care organizations saw the vision of quality and began applying the ideas of 
such American quality gurus as W. Edwards Deming, Joseph M. Juran, and others 
(Gillem, 1988; Lynn, 1991). In spite of a late start, the health care industry has moved 
to the forefront of the TQM movement in North America. 
Among the most reported TQM benefits was a study carried out by Garving (cited in 
Dobyns, 1991) who studied the quality of Japanese room air-conditioners over several 
years in the early 1980s. The conclusion of his study was that Japanese companies 
were far superior to their US counterparts. The best North American manufactured 
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item was about 10% worse than the worst Japanese manufactured piece (Dobyns, 
1991). 
This revelation by Garving, coupled with the 1980 NBC document which said, "If 
Japan can, why can't we? " helped to underline the importance of industrial practices 
in the US. In the manufacturing industries, where the benefits of TQM first became 
evident, the performance of companies improved in several areas when product 
defects were eliminated, the attractiveness of product design enhanced, service 
delivery speeded up and cost reduced. In health care, one encountered a number of 
strategies designed to improve quality and reduce cost (Asubonteng, 1996). 
The quality chain reaction popularized by Dr Deming specifies that improvement is 
followed by reduction in cost because of less rework, fewer mistakes, fewer delays, 
snags and better use of machine, time and material, which in turn increases 
productivity and therefore, enables the company to become more competitive with a 
better chance of survival and more jobs provided (Ho , 1995). 
In the health care industry, if TQM is successfully adhered to by employing Deming's 
quality chain reaction, not only will cost and administrative functions be reduced, but 
costly mistakes which result in much loss of life and law suits will also be avoided. 
Hamilton (1982) reported that 90% of the drugs prescribed, result in waste of money 
and serious risks involving unnecessary surgery and loss of life. 
The core ideas of TQM have been well-accepted in the US management community 
for more than a decade now (Hackman, 1995) which is in collaboration with several 
earlier studies such as Meyer, 1982;. Barnett,. 1996; Doz, 1996; Drazin, 1996; Dyer, 
1998; Nahapiet, 1998; and Klein, 1999. All these above-quoted studies highlight the 
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potential of both TQM adaptations and the broader issues of organizational 
adaptation. 
With its emphasis on customer satisfaction, continuous improvement, problem 
solving processes and employee empowerment (Hackman, 1995 ; Westphal, 1997), 
TQM stands out as one of the most obvious ways for hospitals to reduce cost and 
increase revenue. The operational details of how to implement TQM are certainly of 
great consequence for the health practitioner. However, a no less important inquiry for 
organizational researchers is to view TQM as an organizational learning vehicle that 
can help organizations adapt to a constantly changing and uncertain circumstances 
(Stikin, 1994; Hackman, 1995; Horng, 2002). 
Quality has been a central issue in health care organizations and among health care 
providers. The works of Donabedian (1980,1988), Maxwell (1984), Berwick (1990), 
Graham (1990) as well as organizations such as the Joint Commission on 
Accreditation of Health Care Organizations (JCAHO) and WHO have major 
contributions to make to the definition of measurement, understanding and 
improvement of the quality in health care. There are several definitions of quality in 
use. WHO (1999) defined quality as the highest attainable level of professionalism; 
an effective utilization of resources; minimum risk to the patient; high level of patient 
satisfaction and the resulting effect on health. 
Quality of care based on JCAHO (1992) criteria includes a feature of excellence that 
goes beyond the client's expectation. The definition of quality is formulated as 
anticipating, meeting and exceeding customer expectations. It is therefore, 
recommended that the principles of Total Quality Management be applied in Health 
Care . 
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In sum, the purpose of quality management in health care is to establish a system that 
measures and manages patient care in the way that provides the best care for all 
patients. It identifies opportunities for improvement as well as problems that require 
resolution. It also fulfils a social commitment of the health profession to the public. 
Nevertheless, problems will undoubtedly arise when management is immature. Longo 
(1994); Oakland (1998), emphasized that all quality approaches require systematically 
planned managerial work, and attention to the details of a process, mastery of new 
knowledge and skills for innovative improvement, work with people and time. 
Respect to the "soft" part of the quality models, such as culture, communication, and 
commitment are inevitable. Thus, ultimately, education and training for quality should 
be addressed (Berwick, 1989). 
Many health care organizations have applied the principle of TQM to reduce waste, 
rework and complexity (Berwick, 1989). One way of helping to facilitate quality 
transformation in a health care organization is to implement a customer information 
system (CIS): a system for collecting, archiving, and accessing information on 
customers. Health care organizations that establish a CIS will have greater success in 
their effort for quality improvement (Berwick, 1989). 
While some health care professionals are concerned that TQM is another "fad", 
Richard L. Clark, President of the Healthcare Financial Management Association 
(HFMA), stated that TQM will endure because when properly implemented, it forces 
management to be customer- oriented. In the past decade, health care organizations 
have seen the advent and demise of many programmes, but TQM is not a programme 
that will be popular for a season and fade away in the next. It is appropriately defined 
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as a management process for ensuring quality, and as such it will endure (Anderson , 
1991). 
Quality improvement programmes in health care vary. Some emphasize the clinical 
outcome improvement process (Kralovec, 1990), while others stress the process of 
improving the quality of service (White, 1990). However, on the whole, most 
programmes include both clinical and non-clinical improvement projects. Health care 
professionals often disagree on the definition of quality. Some health care 
organizations define it as meeting or exceeding customer expectations. Others say that 
quality is doing the right things correctly. How health care organizations choose to 
define quality is not important. Anderson (1991) believes that a good definition of 
quality should not only be comprehensive to be applicable to the entire organization 
but also terse to facilitate recall. 
The TQM movement has now spread almost all over the world and could be 
considered a new strategy for improving the delivery of services in public 
organizations. It is also an innovative strategy of public management for meeting the 
challenges of globalization, and for building human capital capacity towards sound 
governance and public administration. As an innovative strategy, public organizations 
across the world need to adopt the concept of TQM and make it applicable at the 
local, national and international level (Ali, 2002). 
3.6 QUALITY ASSURANCE 
Quality assurance means ensuring that all the steps which must be taken in order to 
provide the customer with quality are actually taken. It can also mean convincing a 
customer that certain standards are maintained to achieve quality. A strict definition 
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would limit its applicability to the process whereby customers, in particular, become 
convinced (Ellis , 1993). In addition, quality assurance should be based on a sound 
system design, followed by continuing performance evaluation leading to appropriate 
educational- motivational activities and to readjustment in system design (WHO 
1994). 
Shaw's (1992) distinction between quality assurance and quality assessment, states 
that the former is not only a measurement of provision against expectation, which is 
the definition of the later, but also the intention and the ability to correct any 
demonstrated weaknesses. To be ongoing, its sustainability is to be guaranteed; To be 
sustainable it has to seek achievable standards. The problem it deals with should be 
real and reflect the actual needs of community. All this should be done within the 
limits of the available resources (WHO 1994). 
Also related to the issue of sustainability in the quality assurance process is the 
commitment, the honesty and the competence of the staff, all of which are central to 
the process. This comes through the complete involvement of every member of staff 
in the entire process of the quality assurance. This is not an easy task and many 
approaches have been suggested. The essence is that the quality and the effectiveness 
of all the human services depend on the commitment and involvement of every staff 
member, especially those at the lower level who form the front-line providers of all 
aspects of the organization's product (DeFriese, 1992; Gould, 1992; Ellis, 1993; 
WHO, 1994; ; De Geyndt, 1995). a 
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3.7 QUALITY ASSURANCE IN HEALTH CARE 
The WHO working group on quality assurance (1994) maintained that the main 
objective of any quality assurance programme is to establish that the health care 
enterprise is performing as it was designed to perform; to improve the performance 
and make it less variable. Various countries might have different reasons for adopting 
quality assurance programmes. In England, for example, Shaw (1992) listed many 
factors that constituted influences on the UK Health Services and were considered 
reasons for adopting QA 
The rising expectations of people in almost every country through education and 
general interest and the inadequacy of resources to meet these heightened 
expectations have led to an increasing need to maintain standards so that resources 
could be used as effectively as possible (Holland, 1984; Ellis, 1993). 
Though important, this economic argument alone cannot explain the move towards 
quality assurance. Ellis (1993) further added such social factors as public demand for 
health and the consumer movement, political pressure and professional appeal. The 
immeasurable increase in the complexity of the health services over the years has also 
contributed to the move towards evaluation (Holland, 1984). In the US, one of the 
reasons for quality assurance is the need for the medical practitioner to ensure quality 
to avoid litigation (Ellis ,1 
993). 
Although quality assessment, on certain occasions, requires direct prospective 
personal observation of performance (Roemer , 1988), much of the quality assurance 
process is a retrospective effort in which previous work is checked against present, 
explicit standards. This means-that much of the process of quality assurance depends 
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on clinical notes and so the importance of good records management is not to be 
underestimated (Donabedian, 1966,1988). 
One might say that legible well-maintained medical registers are equally important. 
Quality assurance could be "institutionalized" by incorporating it in the routine health 
information system (Sandiford, 1992 and Johansson, 1992). This will have the mutual 
benefit of guaranteeing the sustainability of the quality assurance effort and at the 
same time give the health information system the chance to impact on health by 
influencing decision for action, a characteristic of quality assurance. 
As a service, health care is no more than a collection of things that people do to, for 
and with other people. This is taken by Ellis (1993) to imply that its evaluation is 
subject to many problems. These problems occur specially in relation to measurement 
in quality assurance. One of the problems is the difficulty of relating outcome to 
quality health care. (Donabedian, 1966 , 1988; Buck , 1980; Opit, 1991 and Harley, 
1991). Opit (1991) says that this is mainly due to inconsistent, broad and ambiguous 
interpretation of outcome that are easily corrected by the use of scientific methods and 
a valid epidemiological approach. Secondly, it is advised that the emphasis on 
outcome should not be overplayed since it has own weaknesses (Davies, 1995). 
Consequently, resorting to the process of care with the precondition that it is 
supported by research evidence is justifiable. 
3.8 QUALITY AND QUALITY ASSURANCE IN DEVELOPED COUNTRIES 
Globally speaking, a conceptual framework for quality health care is a recent 
development. In the US, apart from a few examples in the latter part of the last 
century and the early part of the present one, the major conceptual advance occurred 
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in the middle of the last century when attention again turned to quality assessment. In 
the UK, it is difficult to find explicit reference to QA before 1980 although its 
gestation has a much longer history as described by Ellis, (1993) particularly in the 
guise "of patient satisfaction". One reason for the delay in adopting quality assurance 
in the UK was the doctors' discomfort about airing their work to be externally judged. 
This is best explained by Maxwell (1984) as "self-audit is good: external audit is 
threat". 
A review of the literature about quality assurance in some developed countries 
revealed several important points. (Vouri, 1992; Gardini, 1992; Collopy, 1991; 
Giraud, 1992; and Sunol, 1991). First, QA is looked upon as a priority regardless of 
the extent of the actual efforts made. Secondly, the experiences in these countries 
indicate many ups and downs, thought to be a natural process because of the nature of 
the -issue and the varied backgrounds of those contributing to it. However, the 
positions for launching quality assurance programs are generally good. A third point 
is the tendency to favor a decentralized approach to QA to increase interest through 
the creation of a sense of ownership that guarantees sustainability in these programs. 
A fourth point is the tendency to avoid intimidating professionals, especially doctors 
by not imposing these ideas on them. A fifth point is that although professionals other 
than doctors are now involved, there are still sharp divisions among the QA programs 
of different groups. Finally, patient satisfaction studies are increasingly being 
introduced into QA programs in various countries. All these points might have some 
implications for the efforts to establish QA programmes in many countries (Giraud, 
1992; Gardini, 1992; and Vouri, 1992). 
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3.9 QUALITY AND QUALITY ASSURANCE IN DEVELOPING COUNTRIES 
Until recently, the situation in developing countries, with a few exceptions, with 
regard to quality and QA was one of apathy. These countries only paid lip service to 
the concept even though much benefit could be derived from an age of escalating 
costs of health care and increasing population demands and expectations. Roemer 
(1988) states in the WHO report that not much has been accomplished in the 
evaluation of public health programs particularly primary health care. Even less has 
been done to assess the quality of primary health care in developing countries, and 
how quality can be maintained (Roemer, 1988). 
As a solution, `ritualising' data analysis and interpretation have been suggested, but 
there are no appropriately trained personnel. Simple training activities can resolve this 
problem. Another problem is the lack of local standards and appropriate equipment 
such as computers. It has been mentioned that in the absence of validated standards, a 
program can develop its own standards using consensus methods or agreed norms. 
Though these problems in QA are serious in developing countries, there are ways of 
addressing them (Roemer, 1988). 
Engelkes, (1990) recommended using routinely collected data with direct observation. 
In his study, WHO protocols were used for process evaluation and many methods 
used for data collection; e. g. interviewing health care providers, patients in the 
centers, people in their homes, village leaders and traditional healers including 
traditional birth attendants and direct observations. Although many methods, both 
quantitative and qualitative are used (a credit to the study), it is rather complex and 
not easily adaptable to situations in many developing countries (Engelkes, 1990). 
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Garner, (1990) advocated the development of simple checklists focused on common 
clinical tasks and performance indicators. His method dealt mainly with structure or 
its characteristics and so fails to reveal how well facilities are performing. Amonoo- 
Lartson, (1985) focused on the collection of the data of processes in a modified 
methodology. This utilized the most commonly encountered complaints or diagnosis, 
based on frequency of occurrence at health centers. This took into consideration the 
fact that each was mainly conducted by a specific health worker. For each of the 
problems, standards. or criteria were developed on the expected level of the 
performance of the health workers, to be compared later with the actual level of 
performance using patient medical record as the data source. 
Although the above method is quite practical and usable in various settings, there are 
limitations. The first is related to its applicability in many developing countries. The 
screening of children presenting with symptoms of malaria before being seen by the 
health worker who is unaware of the screening procedure is an obstacle in many 
settings towards the achievement of quality. Another problem is performance 
modification usually done by directly observing the health worker's performance. 
Most of the criteria, however, could be obtained through records without personal 
observation (Amonoo-Larson, 1985). 
Walker (1987) used process criteria for 12 tracer conditions to reflect important health 
problems, and represent age, sex and other aspects of medical care. These criteria 
were developed through a consensus of doctors in all government hospitals in 
Jamaica. The criteria agreed on were to be compared with the actual performance 
revealed in case notes. This is a satisfactory methodology for a range of settings, 
enabling the identification of valid criteria for quality assessment as well as 
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determining the action necessary to complete a cycle of quality assurance (Walker, 
1987). 
Nicholas, (1991) similarly focused on the process through the system analysis 
methodology. This is done through system analysis in which activities are broken into 
component tasks. An indicator is then defined for each task in quantifiable terms that 
would allow the measurement of changes in performance using WHO guidelines as 
well as expert consensus. The process is conducted by observing the health workers 
while they carry out their duties. This methodology proved to be adaptable to widely 
varying circumstances in 12 developing countries (Nicholas, 1991). 
It is evident that each of the various methods mentioned above was used to meet the 
special circumstances of the area of the study, but could also be adapted and applied 
to the situations in other developing countries. Evidently, no particular method could 
be considered as suitable for all countries, whatever their stage of development. Much 
of the literature on quality assurance in developing countries reviewed, advocates the 
use of process evaluation, thought to be feasible although complex, rather than a focus 
on outcome evaluation which is difficult (Amonoo-Lartson, 1985; Walker, 1987; 
Garner, 1990; Engelkes, 1990; Nicholas, 1991; Baker, 1991). The main concern is to 
search for a sustainable and adaptable instrument for incorporation into health 
information or statistics systems in other developing countries. 
Another related concern was to try to find an easy means of developing standards and 
criteria. Many advocate the use of output or intermediate variables or performance 
indicators that are easy to get, and useful for planning and decision-making. This is 
especially- true - if the main surveys using routine 
data dealing with coverage and 
health practice are supplemented by community surveys . that elicit 
information on use 
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and effectiveness (Baker, 1991; Majeed, 1995). Other authors advise that WHO 
protocols be used after being adapted (Engelkes, 1990). 
Another point of importance is that the use of multiple methods in the collection of 
data is far better than using only one method. There are also some other important 
concerns in addition to that of sustainability. De Geyndt (1995) lists six barriers to the 
successful initiation of quality assurance programmes in the developing countries. 
These are deficiencies in: (1) the commitment to quality improvement by the entire 
organization concerned, but especially by its leadership, (2) the supportive 
organization culture for quality improvement, (3) staff skills in quality management 
and teamwork, (4) the capability to install and manage information systems, (5) a 
decentralized decision-making structure including an authority to control and manage 
resources and, (6) active participation of the various professional disciplines. 
Nevertheless, De Geyndt (1995) states that some developing countries have 
successfully initiated quality assurance programmes which means that all these 
barriers or some are surmountable. However, the extent of the resolution is usually 
related to the country's level of socioeconomic development. In many countries, 
overcoming these barriers is not easy and it is advisable to use alternative approaches 
known as a phased-quality improvement. 
3.10 QUALITY ASSURANCE IN SAUDI ARABIA 
Quality assurance is a relatively new phenomenon in Saudi Arabia. Most of the efforts 
made so far have been focused on technical skills. No comprehensive quality 
assurance programme, incorporating technical- skills, interpersonal. care and patient 
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satisfaction is known to exist. But there are many positive aspects to the sporadic 
quality assurance experiences in the country. There is a tendency to stress ritualization 
of the processes of quality assurance in the routines of the departments concerned. 
This is evident to some extent in the Saudi primary health care quality assurance 
project (Al-Mazrou, 1994; DeFriese, 1992). 
Patient satisfaction as a part of a large-scale comprehensive quality assurance 
programme is unknown. The first hospital quality assurance programme in the 
country was established at Aramco hospital in 1982 (Soltis, 1988). There have been 
numerous quality assurance efforts in many other hospitals including those in 
Saudi Military hospitals started in the early 1980s but not much is known about them. 
Dixon (1982) identified several factors that she thought affected the provision of 
quality medical and health care in Saudi Arabian hospitals. These referred to the pace 
of construction and of opening of new hospitals, the staffing of hospitals by personnel 
trained in several different countries, the lack of long-term comprehensive medical 
care for most Saudi patients, and the difficulty in securing and maintaining adequate 
hospital supplies and equipment. Whereas the factors mentioned are important, what 
is more significant is the lack of what De Geyndt (1995) terms the "quality culture" 
which actually hinders the installation of successful quality assurance programmes in 
the country. This is as true for primary health care centres as it is for hospitals (Dixon, 
1982). 
The primary health care quality assurance project in Saudi Arabia (Al Mazrou, 1994) 
was established with the objective - of setting standards for some of the various 
primary health care services and activities. Another objective was to define sensitive 
indicators to assess continuously and monitor compliance with preset standards and 
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outcome measures. The third objective was to define planning, monitoring and 
evaluation processes. Both intrinsic and extrinsic standards were used bearing in mind 
the Donabedian model of quality. This had its framework, the structure, process and 
outcome (Al Mazrou, 1994). 
Taking into consideration the contribution of the various levels of the primary 
healthcare system in the Kingdom, the intrinsic standards were designed, while the 
extrinsic standards were set by various sources such as university staff, society 
members, WHO... etc not directly involved in the target activity. It was pointed out 
that those standards were subject to change and a process by which standards were 
modified, deleted or substituted periodically clearly stated. No doubt this vitalized the 
programme and ensured sustainability as currency (Al Mazrou , 1994). 
Dossary (1991), quoted extensively from analyzed health care system in Saudi Arabia 
and compared it with other economically weak countries. He found two major 
differences in the health care system of Kingdom of Saudi Arabia and other 
developing countries. First, as a result of its oil wealth, Saudi Arabia has experienced 
an extremely rapid growth of income in the last 30 years. Second, a very strong value 
system, Islam has a persuasive effect, including the organization of its health care 
systems, upon Saudi society (Dossary, 1991). 
Dossary (1991) also described for the first time the framework of the Saudi health 
sector, including the roles of health service providers, other than the Ministry of 
Health (MOH). This, together with contributions of rising living standards and their 
effect on the Saudi health system, is comprehensively 
documented. He concluded that 
economic growth, rather than the expansion of the 
health services, is the principal . 
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explanation for better standards of health in Saudi Arabia (Dossary, 1991). 
Later, Al Qatari (1997) evaluated the quality of primary health care in Qatif, Eastern 
Saudi Arabia. He identified certain problems, such as inadequate staff training on 
quality assurance, and non-implementation of quality assurance policies. He 
recommended that a survey on patient satisfaction be incorporated to make it more 
effective in creating the necessary quality culture and give it importance (Al Qatari, 
1997). 
Al Qatari (1997) also recommended that training of staff, communication between 
health care providers and the development of better approaches to quality assurance 
should be incorporated into the total quality management concept. He also found that 
there were certain lacunae, such as the importance of structure and utilization patterns 
of quality care. He advocated that in order to maintain continuous monitoring of 
quality, more surveys should be integrated into the quality program. And, lastly, he 
stated that more qualitative studies should be conducted to explain in depth the causes 
of low satisfaction or dissatisfaction of various aspects of health quality management 
(Al Qatari, 1997). 
A recent study of patients' expectation and satisfaction in a teaching hospital 
emergency department at King Fahad Hospital, Alkhobar, Saudi Arabia by Al- 
Almaie, (1998) revealed reasonable rates of patient's satisfaction with emergency 
care. It also showed that an improvement was needed in certain areas of patient 
expectations and satisfaction. Some of these included the communication skills of the 
emergency department health team, the judicious and effective use of the available 
manpower, as well as an effective triage and the adoption of the use of nurse 
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practitioners in the emergency department (Al-Almaie , 1998). 
Another recent study on implementation of total quality management in Saudi Arabia 
health care system by Algaman (1999), reported that health sectors were mostly run 
by western companies who are able to import the latest technology and health 
facilities because of the Kingdom's wealth. These companies usually bring with them 
their own procedure and practices including TQM. However, the adoption of TQM 
has not reached expectation because though the relevant concept of TQM is put in 
place by the management, the personnel required to implement it were unable to do so 
(Algaman, 1999). 
Algaman (1999) also pointed out that the traditional values of Saudi Arabian society 
seemed to undermine the implementation of TQM programs. Consequently, the 
country's health care system operated under the notion of tradition rather than the 
deserving. He further stated that Saudi Arabia is a society in which people did not 
offer their opinion, so difficulties in the health sector and its quality assurance persist 
(Algaman, 1999). 
Very recently, Iftikharuddin, (2002) carried out an assessment of physician's 
awareness of quality and their desire to adopt quality measures in hospitals of the 
Qassim region in Saudi Arabia. It was reported that there was a significant dearth of 
knowledge of health and quality, but the attitude towards adopting quality measures in 
day-to-day health practice was positive. The study showed that it was fallacious to say 
that physicians were not concerned about quality. As reported by Iftikharuddin, 
(2002) physicians looked forward to understanding quality. In spite of their lack of 
understanding, -their perception about quality was positive. 
The overall impression is 
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that there is little knowledge about quality in health care and little awareness of how 
to implement total quality management. Iftikharuddin, (2002) concluded that negative 
perception was less prevalent in the Al Qassim region than expected. 
3.11 THE ROLE OF TOP MANAGEMENT AND MANAGERS IN HEALTH CARE 
QUALITY PROGRAMMES 
Management owes a great deal to Frederick W. Tailor, who is called the father of 
scientific management for his outstanding commitment to this concept. He was 
determined to prove that good management was a true science that was based on 
defined laws, rules and principles (Taylor, 1914). According to Duncan, (1987) the 
best manager is not necessarily the person with the best academic qualification but a 
person with a high moral fibre, who is adaptable, sensitive to the needs of others and 
has a good sense of fair play. 
It is ironic that from the time Fayol wrote at the beginning of the 20th century until 
almost half of a century later, there were few serious attempts to understand what 
managers really did in the course of their day, a typical week or a fiscal year . This 
concept changed, however, with the publication of Mintzberg's, `The nature of 
managerial work' (1975) a reaction against Fayol's view of the manager. It posited 
another view that managers simply tackled their tasks (Duncan, 1987), rather than 
performed as "reflective calculators" who carefully planned actions, patiently 
structured organizations and work-groups to accomplish the plans and continuously 
monitor for results. 
Mintzberg argued that managers were far from systematic planners, organizers and 
controllers. Based on his research, Mintzberg claimed that managers seldom spent 
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more than nine minutes on any tasks and that in his sample, only 10% of the activities 
of high level executives required more than one hour to complete. According to this 
view, brevity, fragmentation and constant movement and responses to the demands of 
another characterizes the manager's job (Mintzberg, 1975). 
Good management and leadership are critical for organizations to function and thrive. 
When organizations are well managed, they operate effectively and efficiently. They 
have clear plans and organized structures, systems and processes. Staff are able to 
carry out activities eff ciently and monitor and evaluate results. When organizations 
are well led, they adapt to changes in the environment and develop cultures that 
inspire commitment and innovations. Both good management and good leadership are 
necessary to sustain organizational performance (Goleman, 2001). 
Leadership plays a very important role in any workplace whether it is a health care 
system or an industrial one. Management without leadership can be compared to a car 
without a steering wheel, able to move but without purposeful direction. Good 
management does not, however, ensure results in all circumstances. When conditions 
are variable, intricate and interconnected, managers must do more than apply 
traditional management functions to a consistent process of delivering services. They 
must also lead their staff through a change process that enables them to face strategic 
challenges and focus their energy on achieving sustainable results that will satisfy 
clients (Goleman, 2001). 
Managers need to support their staff in questioning assumptions, altering beliefs and 
changing ways of working to overcome obstacles that would otherwise undermine the 
quality of the services their organization provides to clients (Goleman, 2001). The 
board can also play a key role in promoting clinical involvement in CQI/TQM by 
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maintaining continuity of purpose in situations of executive turnover (Blumenthal, 
1995). CQI/TQM takes several years to yield significant cost savings and measurable 
quality improvement (Deming, 1986; Juran, 1988,1989). 
An active board involvement in CQI/TQM increases the likelihood that the hospital's 
quality focus will remain constant despite the absence of stability in executive 
positions (Weiner, 1997). Steady, visible board leadership creates a climate of trust 
and assures staff and physicians of the hospital's unwavering commitment to 
CQUTQM. 
Leadership from the top promotes clinical involvement in CQI/TQM. This finding has 
considerable practical significance given the central role of clinical personnel in 
resource allocation decisions and the substantial impediments that confront hospital 
leaders in cultivating clinical involvement (Weiner, 1997). 
Leadership for quality in healthcare settings may issue from several sources including 
managers, boards, and physician leaders. This finding is significant because it 
suggests that health service researchers and health care providers need to broaden the 
concept of leadership from the top and, therefore, modify the prescriptions that quality 
experts give to organizations in other industries. Furthermore, leading from the top 
may be crucial in breaking down departmental and professional barriers that impede 
the efforts of cross-functional teams to address clinical cost and quality issues 
(Weiner, 1997). 
Physicians may respond more positively to CQI/TQM when senior managers 
demonstrate through word and deed that the hospital is committed to providing high 
quality medical care. By leading through example, senior managers build credibility 
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and trust with clinical staff which, in turn, may encourage greater clinical involvement 
in CQITFQM. Further, by creating a corporate culture for quality, senior managers 
encourage improvement projects. The main purpose of decentralizing a health system 
is to improve access to the health services and, ultimately, the health of the 
population. Under a decentralized system, local health managers can better address 
deficiencies in cost-effectiveness, efficiency and performance, wihch are not easily 
resolved in a centralized system. The local level assumes responsibility for primary 
health services, while the central level focuses on policies and standards. Yet, the 
lengthy transition towards a decentralized health system can fragment parts of a health 
system that previously functioned adequately, without immediately solving pre- 
existing problems (Aitken, 1999). 
In places where a decentralized management system functions well, managers at the 
central and -decentralized levels come together to define new management 
responsibilities and create supportive management structures, systems, resource 
flows, and activity plans. To make such changes, health managers at all levels need to 
become leaders who can mobilize people inside and outside their organizations to 
formulate new avenues toward improved health (Aitken, 1999). 
According to Riitta-Liisa (1999), health managers can develop solutions to its 
colleagues and key challenges only through deep, sustained dialogue with' 
stakeholders. Developing leadership skills will help these managers guide others to 
find collective, long-lasting solutions. Applying management functions such as 
scanning, focusing, alignment, mobilization, inspiration, planning organization, 
implementation, monitoring and evaluation will strengthen the health system and 
improve the performance of the entire management. 
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Recently, an article by Wilk (2003) argued for developmental maturity as an 
important causal factor for effective TQM behavior and success, by drawing on a case 
study of a Swedish top management team whose members were practitioners of the 
Transcendental Meditation (TM) technique. It suggests that first, increased maturity 
permits the expression of more effective cognitive, effective and team TQM behavior, 
as indicated by improved team performance and successful TQM planning. Secondly, 
the practice of the TM technique promoted the psychological maturation that allowed 
a greater range of appropriate TQM behavior. Thus, the inner development provided 
by the Transcendental Meditation program had a practical value for managers 
engaged in the implementation of TQM. 
Narine (2003) proposed that in order to effect change, implementers must first be 
commited to the change. This is done by ensuring organizational readiness for change, 
bringing to the fore dissatisfaction with the present state, communicating a clear 
vision of the proposed changes, promoting participation in the effort for change and 
developing a clear and consistent communication plan. However, gaining initial 
commitment is not enough. 
Many programs for change were initially perceived as successful, but failed in the 
long-term. Therefore, commitment must be maintained during the uncertainties of the 
transition period. This can be done by successfully managing the transition through 
action steps, such as, consolidating change by means of feedback mechanisms and 
'making the change a permanent part of the organization's culture (Narine, 2003). 
A recent paper by Locock (2003) explores the meaning of redesign using practical 
illustrations. It examines its theoretical origins, particularly TQM's continuous quality 
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improvement and re-engineering, and accesses evidence, which may inform its 
application. 
This evidence suggests that clinical ownership and senior management support is 
essential. Redesign seeks to balance the more gradual approach of TQM with the 
organization-wide lateral thinking of re-engineering. An incremental negotiated 
approach seems more likely to ensure clinical ownership, but carries a risk that quality 
improvement will remain small scale with little impact on the wider organization. 
Inclusion of some re-engineering techniques- may -help to overcome this difficulty. 
Evidence suggests that most quality improvement techniques achieve only partial 
success. This may pose some difficulties for redesign, generating high political 
expectations for the solution of long-term problems in health care (Locock, 2003). 
Lilford (2003) recently tried to clarify the amorphous literature on action research and 
management. Both action research and TQM are cyclical activities involving 
examination of existing processes, change, monitoring the apparent effects of the 
change and initiating further change. Both emphasize an active participation of 
stakeholders. The examples used to illustrate action research would serve equally well 
as samples of total quality management and vice versa. Second, the methods used in 
action research are neither specific to action research nor are they specific. It, 
therefore, follows that action research, in so far as it purports to describe a unique or 
discrete form of research rather than a process of change is a misnomer. 
Organizational change should be described in terms of the steps actually taken to 
effect change rather than in terms of art, which, like the various brands of post- 
Freudian psychotherapy, obscure what they have in common rather than illuminate 
substantive differences. Besides, the research embedded in any cyclical managerial 
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process can have broad (non-exclusive) aims: to help local service managers to take 
the next step, or to assist managers in other places to make decisions in the future 
(Lilford, 2003). 
According to a recent report by Hasan (2003), quality is an effective strategic weapon 
for improving productivity in the organization. A quality management framework 
based on the attribute theory of service quality was used to show how the 
organizational performance is affected by various quality dimensions. Using a 
questionnaire and subsequent data analysis, an empirically valid and reliable 
measurement instrument of quality dimensions was developed. Several multiple 
regression models developed, indicated that the dimensions "role of management" 
and" customer satisfaction" are among the most important for their effect on 
organizational performance (Hasan, 2003). 
TQM is currently in vogue and has been found to be highly effective in improving 
bottom lines (Kren, 2003). In operations, difficulties arise when new methods and 
measurements challenge vested interests, upset departmental agendas, and threaten 
egos and power bases. This presurrises the top-level management to remain with the 
status quo. This must be overcome. Once management starts to compromise, the 
failure of the program is inevitable. Management must provide a vision of future 
leadership and program sponsorship and do so with strong resolve (Kren, 2003). 
Kanji (2003) recently demonstrated that the health care sector is one of the fastest 
growing areas of the economy of most developed countries. Governments (and 
taxpayers) are investing increasingly larger amounts of money in it and expect high 
quality services in return. The reality, however, is often different: long waiting times, 
inefficiency; low productivity, stressed medical staff and less than satisfied patients. 
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In one of very few longitudinal research studies of the link between implementation 
and successful outcomes, Taylor (2003) reported on perceived success for a cohort of 
109 firms over a five-year period. Some 42 firms, predominantly small in size, had 
discontinued TQM, while the remaining 67 firms reported varying degrees of success. 
The data suggested that the firm, the nature of the customer base and the holding of 
ISO 9000 series certification has had no significant effect on TQM outcomes. 
Research has also highlighted some necessary antecedents for TQM success. In 
particular, the manager needs to understand the nature and the purpose of TQM, its 
relationship to ISO 9000, and the potential benefits to be derived from its 
implementation. These authors have shown that these factors are significantly 
associated with perceived TQM success. They are also significant for the 
discontinuing firms. Achievement of the success of TQM has also been shown to be 
significantly -associated with (i) the time since adoption, (ii) the inclusion of quality 
objectives in the strategic planning process, and (iii) the need for the managers to take 
charge of TQM and to ensure that the majority of employers are involved in its 
implementation (Taylor, 2003). 
While these findings are supportive of assertions in the literature, Taylor's report 
(2003) provides further robust empirical data from a cross-section of UK companies 
in the longitudinal research design. The research has also contributed to the debate 
about the effects of firm size and ISO 9000 certification. The paper concludes by 
proposing the next phase of analysis of these firms, based on five additional 
performance variables during both studies of the cohort. 
Scrutiny of the detailed literature on the quality of health care reveals that there are 
several lacunae, unanswered questions and specific difficulties in health care'concepts 
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in Saudi Arabia. As there are no officially agreed, unified and well-defined national 
health care standards for the maintenance of a quality health care system, the problem 
becomes more complicated and needs to be systematically addressed. Saudi Arabia, a 
developing nation with a booming economy has problems of its own. More than 
fifteen providers apart from Ministry of Health, the principal provider share the health 
care system in Saudi Arabia. Each one of these health providers has their own target 
population, medical and administrative setup, budget and other resources. However, 
there is a lack of quality plan on standards of quality. Health quality concepts need 
serious attention. In fact, both `what' is being delivered and the method of delivery 
are equally important. Quality standards must be used to evaluate both concepts. 
Hence, the present study which was designed to address these issues. 
There is always an imbalance between cost and access in a health care delivery 
system, which can affect the expected quality and outcomes. There is a need to assess 
whether the setup in this country suffers from this imbalance and to what extent. It is 
vital to find out if the health care system in this country is based on the real needs of 
its people or a mere imitation of the west! 
The present study also evaluates whether the organizational problems in the health 
care system is the result of inefficient management or work procedure, or from the 
lack of worker efforts, and whether the management of the health providers are taking 
initiatives to ensure an atmosphere of creativity, innovation and creative risk taking 
even if there are possibilities of short-term negative consequences. 
As middle and senior managers form the foundation of a successful quality 
programme and have a vital role in maintaining the health quality care system, an 
assessment will be made of the main objective of the present study. How do these 
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managers define and perceive quality health care? How important the provision of 
quality health care is to these managers, and how they seek to control and enhance it 
will also be some of the issues to be explored in the study. Are these managers 
satisfied with their hospitals' overall quality improvement initiatives? The study will 
also ask what these managers do, how they work, with whom they work and what else 
they do? What qualities the managers display, will also be an important issue to be 
dealt in this work. 
The study also aims to explore whether there are incentives for quality performance, 
the monitoring of individuals and merit pay schemes. Also, to be discussed are the 
corrective measures taken when performance falls short of goal expectation; the role 
of middle and senior managers in relation to team building, team decision, group 
discussion and problem solving and its impact on health quality system. 
Overall, it will be interesting to see how senior and middle management of hospitals 
in the Eastern Province of Saudi Arabia tackle quality health care. The role of health 
care providers in relation to patients will be an essential dimension to consider. It is 
expected that information on the knowledge, attitude and the practice of senior and 
middle managers of all' the hospitals of the Eastern Province of Saudi Arabia will 
contribute to a better understanding of the work of health providers in providing 
quality health care. 
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CHAPTER FOUR 
METHODS 
4.1 OVERVIEW OF METHODS USED 
The research questions, which were given at the end chapter 1 and will be reiterated in 
the following chapter on the results (chapter 5) were, as follows: 
Q. 1. How correctly do HSMM define and perceive quality health care? 
Q. 2. In the actual practice of HSMM, what level of importance and priority do they 
give to the provision of quality health care services? 
Q. 3. What measures are HSMM currently undertaking to ensure and enhance the 
provision of quality health care in their hospital? 
Q. 4. How supportive will they actually be to the small action quality research to be 
implemented in their hospital? 
Different methods were used to access information for this study. The primary 
sources included visits to quality programmes of some hospitals in the region, a 
review of their quality plans, minutes of their meetings, and meetings with some of 
the members of quality committee. Meetings were also held with some of the senior 
and middle management of the hospitals to get their views on quality management 
activities in their hospitals. Secondary sources included a review of related masters 
and doctoral theses and dissertations, articles in journals, textbooks and other 
publications. 
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4.1.1 Literature search and review 
The baseline of the literature search and review was the proposal for the research. A 
review of the works of the leaders in quality management such as Donabedian, 
Deming, Juran, Crospy and Ishikawa, as well as discussions with the supervisor 
enabled the researcher to formulate the framework of the research. The main features 
of the research included: 
- Historical development of quality as a concept. 
- The contribution of quality management gurus. 
- Quality in health care. 
- The concept and definition of total quality management. 
- Quality and quality assurance in developed and developing countries. 
- Quality assurance in Saudi Arabia. 
- The role of top management in health care quality programmes. 
4.1.2 Search strategy 
The strategy for the literature review included an exploration of a variety of terms 
used in the main areas of the research. 
First was the search in the national libraries and research centers including: 
King Abdulaziz City for Science and Technology (KACST) 
King Fahad National Library. 
Institute of Public Administration. 
King Faisal Center for Studies and Research 
- King Faisal Specialist Hospital and Research Center 
Contact was then made with the Health Ministers Council for Gulf Countries, which 
has a full record of all studies conducted in the Arabian Gulf region. 
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The purpose of these visits and contacts was to find out if there were any national or 
regional studies related to the current research. 
The third was the electronic search. I was given the authority to search through the 
data bases linked to the library at King Faisal University. Of all the data bases 
available, the following were the most useful and relevant to my research: 
- www. prodguest. com/cookiecutter 
- www. infotrac. galegroup. com/itweb/kingfais 
- www. blackwell-synergy. com 
- www. theses. com 
- www. emeraidinsipht. com 
The methodology used for the literature search started with the selection of a term 
broad enough to encompass all the main topics. Based on the results of each search, 
the following criteria were applied: 
- If there was too much material more specific words were added. 
- If the number was still high, the most recent literature was chosen. 
4.2 INTRODUCTION 
The current work comprises two types of study done simultaneously. First was a 
cross-sectional study designed to investigate knowledge, attitude and practice of 
senior and middle managers and their impact on the prevalent top-down approach of 
management in the health care delivery system in the Eastern Province of Saudi 
Arabia. Five senior. top management positions including hospital directors, assistant 
directors, quality program -managers, _'continuous education and training officers, and 
public relations managers were involved. Five middle management positions 
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comprising the medical and nursing directors, heads of information centers, directors 
of administrative affairs and chiefs of support services departments participated in the 
study. The classification into senior and middle managers was based on the span of 
control. The responsibility of the senior management encompasses the entire health 
care facility, while middle managers have specific areas of control. The Hospital 
Senior and Middle Management (HSMM) form the foundation for a successful 
quality program. 
A pre-designed Action Research Model (ARM) was the interventional approach 
utilized as the second part of the study. Action research in the quality of health care is 
defined as the process through which providers evaluate their own performance in 
order to identify areas of weakness and provide a method for the improvement of 
quality performance (Beverly, 1993; Wadsworth, 1998). 
Action research was developed by Kurt Lewin, a psychologist, in 1946 and later 
adapted for use in the social sciences and management. Lewin identified a four-stage 
framework for action research as follows: flexible planning, taking action, observing, 
and reflecting (Paul, 2000). Another step-wise approach by Meadows (1998) has three 
stages: problem diagnosis, action implementation and action evaluation. _ 
In the last 50 years, action research has met with various levels of acceptability. The 
need for action research in nursing emerged as an example of collaborative research 
in nursing practice (Meyer, 1993). Al-Kandari (1998) reported that nursing care is a 
major determinant of successful health care delivery world-wide. 
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4.3 RESEARCH DESIGN 
The present research was designed in two parts to take place concurrently as follows: 
4.3.1. A Descriptive study detailed the current knowledge, attitude and practice of 
the HSMM in selected hospitals with regard to the importance of a system-wide 
program of quality improvement, the methods required for the implementation of a 
quality care program as well as the means for appropriate assessment. 
4.3.2. An Action Research study was a comparative approach based on the 
literature review of. the action research between two selected hospitals. The 
effectiveness of the action research was demonstrated by a patient satisfaction survey 
of selected departments during the intervention period. This research aimed at 
providing a model for preparing the front-line worker as part of the quality program. 
This approach is the bottom-up technique (Lofman, 2004) 
4.4 RESEARCH SITE 
The research study was carried out in selected hospitals in the Eastern Province of 
Saudi Arabia, which is divided into three administrative sub-regions: Dammam, Al- 
Hassa, and Hafr Al-Batin. The total number of hospitals in the Eastern Province is 51 
distributed as follows: 35 hospitals in the Dammam region, 11 in Al-Hassa, and 5 
hospitals in Haft Al-Batin as shown in Table 4.1. The distribution of hospitals in 
Eastern Province according to ownership is presented in Table 4.2. Senior and middle 
managerial positions were more or less of the same pattern among M011, military and 
private hospitals. 
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4.5 SAMPLING PROCEDURE 
4.5.1. The sample of the descriptive study 
A multi-stage sampling method was used to obtain the sample of HSMM for the 
descriptive study. The first stage involved the selection of all hospitals that met the 
following criteria: 
1. Not less than 100 functioning beds 
2. Presence of HSMM as the top-down approach for the current 
health care system. 
3. Availability of multi-disciplinary health services in order to 
facilitate the integrated health care delivery approach in the hospital. 
4. Located in an urban area. Ownership of the health care facility was not 
considered. 
Twenty out of 51 hospitals were selected. The number and percentage distribution of 
hospitals which fulfilled the inclusion criteria in the three administrative regions of 
the Eastern Province are shown in Table 4.3. 
The second stage of sampling process was the selection of the HSMM from the 
hospitals identified. Ten HSMM from each of the selected hospitals were included in 
the survey. The study was to cover their knowledge, attitude and practice of health 
care quality programs. The total HSMM sample size was 200. 
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Table 4.1 Number and percent distribution of hospitals in the Eastern Province 
according to region and number of beds per hospital 
No. of beds No. of No. &% of hospitals per region 
Total % 
per hospital hospitals Dammam Al-Hassa Hafr Al-Batin 
<100 22 14(27.5%) 5(9.81/o) 3(5.9%) 43.2% 
100- < 200 13 9(17.6%) 4(7.8%) - 25.4% 
200-300 8 6(11.7%) - 2(4.0%) 15.7% 
>300 8 6(11.7%) 2(4.0%) - 15.7% 
Total 51 35 (68.5 %) 11(21.6%) 5(9.9%) 100% 
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Table 4.2 Number and percent distribution of hospitals in the Eastern Province of 
KSA according to ownership 
No. &% of hospitals per region 
Ownership No. of Dammam Al-Hassa Hafr Al-Batin Total % 
hospitals 
Ministry of Health 21 12 (23.5%) 6 (11.7 %) 3(5.8%) 41% 
Private Sector 23 17 (33.3%) 5(9.8%) 1(1.9%) 45% 
Ministry of 4.5 (9.8%) - 1(1.9%) 11.7% 
Defense 
University 1 1(1.9%) --1.9% 
Hospital 
National Guard 1 1(1.9%) --1.9% 
ARAMCO 1 1(1.9%) --1.9% 
Total 51 35 (72.3%) 11(21.5%) 5(9.6%) 100% 
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Table 4.3 Number and percent distribution of hospitals in the Eastern Province of 
KSA, accordin to o region, and ownership that met the inclusion criteria 
Nature of Ownership 
No. of Ministry of Private University ARAMCO Total 
Region Hospitals Health Sector Hospital 
Dammam 16 4(18.2%) 10(45.5%) 1(4.5%) 1(4.5%) 72.7% 
Al-Hassa 5 2(9.1%) 3(13.7%) -- 22.8% 
Hafr Al- 1 1(4.5%) ---4.5% 
Batin 
Total 22 7(31.8%) 13(59.2%) 1(4.5%) 1(4.5%) 100% 
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4.5.2. The sample for the action research 
Convenience sampling method was used for the action research. An MOH Hospital 
comparable to a general hospital in the private sector in Dammam city, were selected. 
The head nurses of medical and surgical male and female wards for the three shifts in 
both hospitals were selected to participate in the action research. The total number of 
head nurses involved was 24 (12 head nurses from each hospital). 
- 4, 
Table 4.4 shows the selected hospitals for the action research with regard to 
ownership, number of beds and participating head nurses. 
Table 4.4 Selected hospitals for action research based on ownership with the 
number of beds and head nurses in medical and surgical wards 
Ownership No. of beds No. of participating 
head nurses 
Ministry of Health 391 12 
Private Sector 310 12 
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Table 4.5 presents major differences between the two selected hospitals that 
participated in the action research. In fact, these features from the predominant 
differences between MOH and private hospitals in Saudi Arabia. Slovensky (2001) 
considered them important parameters for measuring and improving quality. 
Table 4.5 Comparison of different aspects of MOH run hospitals and privately 
owned ones in KSA 
Factor MOH Hospital Private Hospital 
Administration Assignment is based on Productivity is a major 
qualification rather than determinant of getting a job 
productivity 
Services services are totally free Services are chargeable 
Patient satisfaction No feedback for patient Patient satisfaction driven 
dissatisfaction 
Resources Allocated centrally from Influenced by market rules 
MOH regardless of quality of (better quality of service 
service provided means better resources) 
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4.6 DATA COLLECTION TOOLS 
In the descriptive part of the study, data collection tools were based on the 
Donabedian system of quality evaluation in terms of structure, process and outcome 
(Donabedian, 1976). The following tools were included: 
4.6.1 Manager questionnaire (Appendices I and 2) 
The building of the questionnaire started with the literature review on all variables 
affecting HSMM perception of health quality management. A first draft of the 
questionnaire was discussed with particular peers of hospital managers. The experts 
and academics in quality management were then consulted. The questionnaire was 
revised and redesigned taking their feed-back into consideration and pre-tested in a 
pilot study to collect the views of the managers on the quality of health care. The 
comments of the experts and the feed back of the pilot study indicated that the 
following changes were required: 
" Item number 1.7 of the biodata of the HSMM which concerns the number of 
training courses attended by the HSMM in the course of the past year was 
changed to the number of courses attended in the last five years since the 
number of courses attended in the last year was negligible. 
" Item number 2.9 of the HSMM general concepts on quality was changed from, 
QP moves away from follow up to process improvement to, QP moves away 
from inspection -based management to process improvement, because IISMM 
felt that follow up and process improvement were the same. 
" Item number 3.8 on" the important factors affecting the implementation of 
quality programmes was changed from encouraging health care providers to 
discuss patient-related problems in quality to - encouraging health care 
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providers to discuss all problems in quality. This was because HSMM thought 
that patient-related problems would limit the problems to only those between 
the physician and the patient. 
" Item number 3.11 on the important factors affecting the implementation of 
quality programmes was changed from educating technical staff on 
administrative concepts to educating all staff on administrative concepts 
because all staff including administrative staff needed education on 
administrative concepts. 
There were five main areas in the questionnaire itemized as follows: 
1. Bio data (7 items ). 
2. General concepts about quality starting with the definition of quality in health 
care using Maxwell's perception of quality (1984). This includes access to 
services, relevance to need, effectiveness, equity, social acceptability, 
efficiency and economy. Eleven other items also evaluated were included in 
the questionnaire. 
3. The important factors to be considered when implementing a quality program 
(QP) (11 items). 
4. Factors causing failure of the implementation of QP (15 items). 
5. Priority assessment (25 items). 
4.6.2. Hospital checklist (Appendix 3) 
This was completed by the researcher during his visit to each of the selected hospitals 
to measure the structure and outcome of QP. The list was written in English and 
Arabic to standardize the questions for greater reliability for both English and Arabic 
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speakers. Managers of quality programs were invited to fill the HSMM questionnaire 
before being interviewed with the checklist in order not to distort their responses to 
the HSMM questionnaire. There were four sections in the checklist: 
1. General information about the hospital (7 items) 
2. Information about QP (8 items) 
3. Information about the in-charge of QP (10 items) 
4. Information about the outcome (6 items). 
4.6.3. Validity and reliability 
The validity of the manager's questionnaire was emphasized to assess the degree to 
which the study accurately reflected the specific concepts that the researcher was 
attempting to measure. 
Face validity of the questionnaire was developed by using available sources of 
literature to ensure the appropriateness of the questions from the researcher's point of 
view, taking cognisance of the educational, social and cultural backgrounds of the 
interviewees. In addition, personal contacts were made with colleges with similar 
scientific and professional interests in the nature, sequence, concepts and context of 
the questions. Peers of the administrators of some government and non-government 
hospitals in the Eastern Province were asked for their comments. 
To ensure Construct validity the researcher examined conformity between theoretical 
concepts and the measurement of knowledge, attitude and. practices of senior and 
middle managers of participating hospitals in quality-oriented management Maxwell's 
definition of quality was adopted as the standard definition in the development of the 
questionnaire. Experts of health quality, Professor A. F. Assaf, WHO 
Consultant and 
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Professor of Medicine and health administration at the University of Oklahoma were 
consulted on the construct validity of the HSMM questionnaire. The questionnaires 
were also scrutinized by Dr. Badran Al-Omar, Associate Professor of Health 
Administration and Dr. Ahmed AI-Shaikh, Assistant Professor of Health 
Administration at King Saud University, Riyadh, Saudi Arabia. 
Criterion related validity, also referred to as instrumental validity was dealt with. 
Here an inference was made on performance by comparing the scores of the 
questionnaire to those of the hospital check list. 
Reliability of the managers' questionnaire was dealt with in a pilot study done in three 
hospitals (two Ministry of Health and one private). 15% (30) HSMM were included in 
the pilot study. Based on the results of the pilot study, appropriate clarifications and 
modifications were made to the questionnaire. The response of the HSMM of the pilot 
study was fed into the SPSS to calculate Cronbach Alpha Reliability Coefficient 
which turned out to be 0.8948 suggesting high reliability of the questionnaire. 
4.6.4 Measures taken to increase response rate 
1. The general director of health affairs in the Eastern Province gave the written 
approval of the research and recommended that the hospital directors 
cooperate with the researcher. 
2. On the strength of the above-mentioned letter, an appointment was made by 
phone, for the researcher to meet the hospital directors and brief them on the 
study. 
3. The hospital directors were asked to arrange with HSMM to participate in 
completing the questionnaires. 
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4. A personal visit to the hospital directors was made to start collecting data from 
HSMM. 
5. If any of the HSMM was unavailable, a copy of the questionnaire was left 
with his secretary and a follow-up phone call was made. 
6. All of the questionnaires were collected by the researcher after completion by 
the HSMM. 
c 
4.6.5 Action research cycle 
Action research is a `bottom-up' approach that considers all the related `key players' 
Hart (1995). It depends heavily on the collaborative role of all concerned individuals 
in order to achieve the desired result Holter (1993). Action research is inquiry or 
research in the context of focused efforts to improve the quality of an organization 
and its performance. It typically is designed and conducted by practitioners who 
analyze the data to improve their own practice This therefore made action research the 
most appropriate method for answering the fourth research question of this study as 
given at the end of the first chapter, which stated: How supportive will HSMM 
actually be to the small action *quality research to be implemented in their hospital? 
The action research was designed to study the system of nursing in the selected 
hospitals, with the aim of improving nursing practices through the commitment and 
support of the HSMM of the hospital. Patient satisfaction was the indicator of success 
across different stages of the action research. Nurses were trained during the 
workshop, on how to define the needs of the patient, and devise different methods of 
satisfying those needs. Attempts were made to discover their knowledge of the 
problems that hinder patient satisfaction at the same time as solutions to these- 
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problems were being discovered. In order to prepare the nurses for this role there was 
an educational workshop on the basic skills of empowerment and decision making. 
In this part of the study, the criteria described by Hart (1995), were fulfilled by 
involving the head nurses who were participants in the hospital departments studied, 
and members of the change process of health quality management in their hospitals. 
The action research was implemented by following the steps described by Stringer 
(1996) i. e. setting the, stage, looking, thinking and acting. The action research model 
used in the present study dealt with nursing practice as a three-month educational 
program in which a mutual collaborative approach of the action research was used 
(Holter, 1993). The researcher, the head nurses and quality management scrutinized 
the obstacles to patient's satisfaction. The head nurses implemented the suggested 
corrective actions and followed up the results on the implications on patient 
satisfaction. More specifically, the insider model was utilized in the Ministry of 
Health Hospital, while the outsider model was used for the private hospital (Titchen, 
1993). The justification for the use of the different approaches was the researcher's 
position in the health affairs of the Eastern Province. Being the Director of the Quality 
Assurance Department he had the authority to effect change in the Ministry of Health 
hospitals, whereas in the private hospitals in the study there could only be 
consultations. The following tools were used to collect the data from the action 
research: 
4.6.5.1 The workshop activity 
The action plan focused on changes in nursing practice through a well-defined field of 
action. Four different topics were dealt with in one group session (workshop) in each 
of the two selected hospitals. The topics were selected on the basis of their importance 
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in facilitating patient satisfaction through nursing care. Since the nurses had not much 
administrative background, it was essential that they be trained in problem 
identification, and effective problem resolution. 
The topics of the workshop were: 
" Introduction to health quality management (Appendix 4). This topic was 
included in the workshop to give the participants an introduction and a broad 
view of the action research and relate it to the quality activities of the hospital 
and to the final goal of the quality programmes of the hospital which also 
concern patient satisfaction. 
" Time management (Appendix 5). Nurses have many tasks to perform during 
their limited duty hours; therefore, they need to manage their time very 
skillfully. In order to satisfy patients' needs effectively, nurses should be 
skillful in prioritizing their activities and avoiding time killers, a fundamental 
part of this topic. 
" Managerial creativity and leadership (Appendix 6). Nurses in general have 
little training in management, though they need this in managing their work 
effectively. Moreover nurses have very close links with different disciplines in 
the hospital which makes it vital for them to handle this relationship carefully 
for the benefit of the patient. Nurses constitute the greatest proportion of 
health care providers in a hospital. Therefore, they need to be very creative in 
their thinking in order to ensure the best outcome. Otherwise, they jeopardize 
the success of quality programmes. 
" Problem solving and decision-making (Appendix 7). This was the core subject 
of the workshop, which was to provide the nurses with the means of analyzing 
84 
problems that hinder patient satisfaction in order to arrive ultimately at the 
best possible resolution. 
In the follow-up meetings with the nurses and the quality management, the emphasis 
was on how to use each topic to solve the problems and overcome the obstacles which 
prevent nurses from giving the patients satisfactory care. 
A well-planned timetable of four hours was produced (Appendix 8). All the nurses in 
the selected wards were invited to attend this session. In order not to disturb or affect 
work and staffing, the workshop was repeated on two subsequent days so that all 
nursing staff in the study unit could attend. Their feedback on the topics discussed at 
the workshop was presented at the end of the workshop on a pre-designed two-part 
questionnaire (Appendix 9), the first of which was on the bio-data of the nurse (8 
items) and the second on the evaluation of the workshop (8 items). 
In order to get the maximum cooperation of the hospital management, an agreement 
on the action research, its objective, time frame and various stages of the study 
methodology was drawn up and sent to the hospital manager. Finally, a list of what 
was required from the hospital management in order to facilitate a productive action 
research study was produced. This took into account ethical considerations, such as 
the consent and the confidentiality of the responses (Appendix 10). 
4.6.5.2 Patient satisfaction questionnaire 
A patient questionnaire (Appendix 11) was designed and pre-tested in a pilot study to 
evaluate the level of patient satisfaction of nursing care during admission. The tool 
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used to collect patients' views was a structured questionnaire, while the method used 
to complete this questionnaire was face to face interview. The quality management 
department was asked to participate in the action research by interviewing the patients 
by means of the pre-designed questionnaires before being discharged from the 
hospital to evaluate patients' views on the care provided. Data collectors were trained 
on how to conduct the interviews with the patients. The researcher trained the data 
collectors by going over each questions on the questionnaire. The training session 
focused on providing trainees with the following skills: 
" Introducing the aim of the study and its expected benefits before asking for 
responses to the items in the questionnaire. 
" Educating respondents on their rights, including confidentiality of data 
collected and freedom to withdraw at anytime. 
" How to speak in a neutral non judgmental manner. 
" How to encourage respondent to participate. 
" How to make sure that the respondent understood the question. 
" The extent to which the data collectors should clarify questions. 
" How to avoid human errors and bias. 
" How to be always mindful of the ethical considerations for all patients. 
The extent to which the results obtained by the interviewers in both hospitals agree for 
similar populations was tested. Random questionnaires from each hospital were 
chosen and fed into the computer to run kappa test. The effectiveness of training and 
close follow up during the course of the action research were reflected in the score of 
0.83 in the kappa test which indicates excellent agreement in the data collected. - 
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The following ten parameters described by Hallstrom (2001) were used in the 
questionnaires on patient care: basic care, communication, competence of caregivers, 
continuity, contact with relatives, empathy, integrity, pain relief, participation in 
decision making and treatment by staff. There were two main parts as follows: 
A. Bio data (4 items). 
B. Patient satisfaction level (8 items). These eight items were divided into 20 
variables; each variable answerable on a five-point scale. Consequently, the 
higher the grade given to each variable, the higher the value of the score This 
facilitated the evaluation of overall patient satisfaction, as well as monitoring 
of the precise level of patients' satisfaction by nurses and the researcher. 
4.6.5.3 Head nurse bi-weekly report 
A pre-designed form with five columns was used. In the first column was the list of 
20 variables in the patient survey used as a guideline for nurses to help satisfy their 
patients. Johansson (2002) grouped those factors into two. The first was under the 
direct control of the nurse, but the second was not. Nevertheless, both groups had to 
be handled by the nurse because she was at the forefront of the services in the 
hospital. Good administrative skills were necessary for the integration of nursing care 
with all other services provided by the hospital in order to achieve maximum patient 
satisfaction. The second column dealt with the obstacles to patients' satisfaction. The 
third column dealt with the corrective actions taken to solve the problems. The fourth 
column was about the results of the corrective actions. The 
last column was for the 
nurses' remarks on the content of the report. The 
head nurse for every shift completed 
this form and submitted it to the researcher for discussion and further planning 
(Appendix 12). 
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4.6.6. Measures taken to increase response rate 
1. A letter of approval for the research was sent by the general director of health 
affairs in the Eastern Province to the hospital directors asking for their 
cooperation. 
2. An appointment was made by phone with the hospital directors prior to the 
researcher's visit, on the strength of the above mentioned letter, to brief them 
on the study. 
3. There was coordination between the nursing and quality management directors 
on the implementation of the action research for the scheduling of the 
workshops, the collection of the biweekly reports and patient satisfaction 
questionnaires. 
4.7 RESEARCH PROCESS 
The descriptive part of the study and the action research part were conducted 
simultaneously in a period of three months from 26/3/2005 to 13/7/2005. The process 
of each activity was as follows: 
4.7.1 The process of the descriptive study 
1. A letter signed by the director general of health affairs in the Eastern Province 
was sent to the director of each selected hospital (total of 20 hospitals, selected 
through the previously mentioned sampling procedure) asking for their 
support and cooperation. 
2. Each selected hospital was visited by the researcher. Each senior and middle 
manager included in the study was asked to complete a self-administered 
questionnaire (Appendices 1 and 2). 
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3. While the questionnaires were being completed, the researcher toured the 
hospital and completed the checklist with the help of the quality management 
officer after he had completed his own questionnaire. This was to prevent any 
bias to the information needed on the check list (Appendix 3). 
4. The researcher collected the questionnaires from each respondent and 
reviewed them before leaving the hospital. 
5. The researcher entered the data into dummy tables in preparation for data 
analysis. 
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4.7.2 The flow diagram for the descriptive study 
Health care facilities in Eastern Province 
51 hospitals (Ministry of Health, Private, Military, Others) 
Multi-stage Sampling 
Stage one: Inclusion Criteria 
20 hospitals belonging either to Ministry of Health or Private Sector 
T 
--- --- -- ----- ------ -- --------------- 
Stage Two: All senior and middle managers 
1 
200 hospitals' senior and middle managers -10 managers per 
hospital 
10 HSMM Self-Administered 
Questionnaires per hospital 
T 
200 questionnaires 
Results & Discussion 
One check list per hospital filled 
by the researcher 
L 
20 check lists 
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4.7.3. The process of the action research 
1. The same letter was sent by the director general of health affairs in the Eastern 
Province to the 20 hospitals, for the descriptive study. This time it mentioned 
the action research to be conducted in the two hospitals. 
2. The researcher also sent the directors of the two hospitals a letter giving them 
full details of the action research (Appendix 10). 
3. The researcher met the nursing director of each hospital and gave her full 
details of the action research and its expected benefits. Another meeting was 
set-up with the head nurses of the departments concerned. 
4. The researcher met the head nurses of medical and surgical wards in both 
hospitals and explained an operational plan for the action research to be 
conducted in a period of three months. 
5. Taking their workload into account, arrangements were made to conduct a 
four-hour workshop for all of the nurses in the selected wards (Appendix 8). 
6. All the nurses who attended the workshop were asked to fill the workshop 
questionnaire (Appendix 9). 
7. 
8. 
Head nurses submitted their bi-weekly reports using the form shown in 
Appendix 12. 
Quality management staff were to interview each patient discharged from 
those wards using patient questionnaires (Appendix 11). 
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9. The researcher collected the patient questionnaires and the head nurses' bi- 
weekly reports for an evaluation of the responses and a search for 
opportunities for quality improvement. Discussions with head nurses and 
quality management staff were held in order to agree on a quality 
improvement operational plan for the next two weeks. 
10. There was a two-week cycle of data collection from patients, compilation of 
bi-weekly reports from the head nurses for analysis and the planning for the 
next two weeks. 
11. At the end of the three months set for the action research, a final report on how 
much nurses could contribute to the improvement of quality in the hospital 
when supported by the senior and middle managers was prepared by the 
researcher and the head nurses. 
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4.7.4. The flow diagram for the Action Research 
Ministry of Health Hospital 
Action research workshop participants 
  All medical and surgical nursing staff including head nurses 
  Quality Unit staff 
I 
4 hours workshop on the following subjects: 
  Introduction to health quality management. 
  Managerial Creativity and Leadership 
  Time management 
  Problem analysis and decision making 
I 
Collection of workshop questionnaire from all participants 
+ 
Private Hospital 
Data Collection for the Action Research - Three Month - Period 
Medical & Surgical Head Nurses 
+ 
Preparation biweekly reports using 
pre-designed form on the obstacles 
nurses face in satisfying their patients 
i 
StafflQuality Unit 
+ 
Interview of every discharged patient 
from medical and surgical wards with 
pre-designed questionnaire to 
investigate their level of satisfaction 
i 
I 
4 
Meeting between the researcher, the head nurses and quality staff every two 
weeks to study the impediments to patients' satisfaction and plans to 
overcome them for the next two weeks 
+ 
Final report by comparing the initial report "for the first two weeks" with the last report "at 
the end of three months " to show the difference in patients' satisfaction 
-10 
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4.8 DATA ANALYSIS 
The data collected from the questionnaire, checklist and group discussions were coded 
and edited. The questionnaire and checklist were verified, validated and their 
reliability tested in a pilot study and sent to the Academicians and WHO experts. The 
data was entered by the researcher on a Personal Computer (PC) using Statistical 
Program for Social Survey (SPSS) epidemiological model. The data analysis was 
done using SPSS statistical package. Univariate analysis was used to describe the 
knowledge, attitude and practice of HSMM in the studied hospitals adopting different 
tests for significance and taking p-value of 0.05 as the cut-off point for statistical 
significance. A multivariate analysis was applied to study various relationships 
between different variables. Logistic regression analysis was used to identify the 
effectiveness of the action research with regard to knowledge, attitude and practice of 
HSMM, as well as the impact of a quality health program on health care delivery 
systems in the studied hospitals. Qualitative analysis of the action research findings 
was conducted so that a model of quality nursing services could be designed. 
Qualitative data were collected using the head nurses' biweekly report (Appendix 12). 
The aim of the qualitative analysis was to compare the results of the patient interview 
with views of the head nurses regarding patient satisfaction. The six parameters 
included in both head nurse biweekly report as well as the patient questionnaire, 
through which the comparison was made were as follows: 
  Physical environment of the hospital. 
  Communication and information. 
Participation and involvement. 
  Interpersonal relationship. 
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  -Medical and technical competency. 
  Influence of hospital system on staff. 
Nurses were asked to write down the obstacles, corrective actions taken, and the 
results of those corrective actions. The researcher collected those reports every two 
weeks and reviewed them by examining the most problematic areas for the nurses in 
their desire to satisfy their patients. It reviewed also how much nurses utilized the 
concepts discussed in the workshop to facilitate the search for solutions to their 
problems. The reports also covered the use of their creativity and time management 
skills to overcome adverse circumstances to achieve their department goals. Emphasis 
was placed on the most frequent problem raised in two or more of the twelve reports 
collected. The highest priority was given to a problem for which the nurses could find 
no solution and which was indicated in the results of the corrective actions, as well as 
the level of satisfaction with the results. Three main problems were chosen for the 
nurses to try to resolve with the guidance of the researcher. The result was discussed 
in the next session as an affirmation of the achievement of the nurses in eliminating 
problems. 
4.9 ETHICAL CONSIDERATION 
The purpose and importance of the study were explained to the senior and middle 
managers in the studied hospitals. All aspects of the action research, issues relating to 
staff concerned and patients were agreed on with the hospital management prior to 
commencing the action research. In other words consent, confidentiality and other 
ethical considerations were addressed (Lofman , 2004). The final dissertation did not 
identify any hospital by name since the names of the studied hospitals were coded for 
confidentiality. 
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The next important ethical consideration was that respondents should not be 
negatively affected as a result of participating in the study. Therefore, patients were 
interviewed upon their discharge. The interviewers were trained to get verbal consent 
from the respondents before the start of the interview. The study was thoroughly 
explained to the respondents and their rights were made known to them beforehand. 
The effective dissemination sessions held by the researcher with nurses and quality 
management of each hospital, every two weeks in the course of the action research 
were discussed with the key persons in the hospitals. This was to improve the quality 
of nursing services during the action research period to enhance the implementation of 
the corrective actions suggested by the nurses and satisfy the patients. 
4.10 
1. 
2. 
3. 
LIMITATION OF THE STUDY 
Some hospitals such as military hospitals could not be included in the 
study because information on their HSMM is classified. 
Some of the private hospitals were new i. e. recently opened and only 
had a limited number of in-patients. 
Some private hospitals had very few beds and therefore, did not satisfy 
the criteria for inclusion. 
4.11 SUMMARY 
This chapter discussed the methodology of the study in the light of the research 
questions. The study was built on two main ideas. The descriptive cross-sectional 
study and the action research study. 
There were 51 hospitals in the eastern province of Kingdom of Saudi Arabia. By the 
inclusion and exclusion criteria applied to those hospitals, only 20 were eligible for 
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study. Ten HSMM of every selected hospital were investigated. The descriptive study 
aimed at answering the first three research questions: 
 Q1. How correctly do HSMM define and perceive quality health care? 
 Q2. In the actual practice of HSMM, how much importance is given to the 
provision of quality health care? 
 Q3. What measures are HSMM currently undertaking to ensure and enhance the 
provision of quality health care in their hospitals? 
In order to answer these questions, two data collection tools were used: 
1. Managers' questionnaire: This was given to HSMM of each hospital by the 
researcher in person and all questions and queries of HSMM were answered 
immediately. 
2. Checklist: While the HSMM were completing the questionnaires, the 
researcher filled the checklist revealing the real picture of the input and the 
output of the quality programmes in the hospital. 
The fourth research question, which was to find out the actual support of HSMM for 
quality programmes was answered by the action research. 
An action research was conducted in two wards of two hospitals. The research 
concerned the formulation of a quality plan for the nursing services in the two wards. 
The immediate objective of the study was to check the level of HSMM support to the 
quality programme. The ultimate objective of the study was to set up a practical 
quality programme for the nursing services in the studied wards for use as a model for 
quality programmes in the entire hospital. 
The' education aspect of the action research was satisfied by inviting the nurses to 
participate in a four-hour workshop. The main subjects discussed at the workshop 
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were: introduction to health quality management, leadership, time management and 
problem solving. 
Two control and follow-up measures for the progress of the action research were 
taken: 
1. The survey of each discharged patient for his level of satisfaction with the care 
given, noting the actual level of the quality of nursing given to the inpatients 
of the two wards. 
2. Bi-weekly. repörts written by the head nurse of each shift on the frustrations 
they had in trying to satisfy their patients during the two weeks. 
A meeting was held every two weeks to check the result of the patients' survey and 
head nurses' reports. 
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CHAPTER FIVE 
THE RESULTS 
5.1 GENERAL OVERVIEW 
Two studies were conducted simultaneously for this research. A descriptive study to 
investigate the knowledge, attitude and practice of hospital senior and middle 
managers (HSMM). Two data collecting tools were used for it. Self-administered 
questionnaire were completed by 173 HSMM of 20 selected hospitals in the Eastern 
Province of Saudi Arabia giving a response rate of 86.5%. This is a considerably high 
rate considering the limitations discussed later in chapter six. The other tool used for 
the descriptive study was a checklist from each studied hospital completed by the 
researcher. This tool gave a clear picture of four different aspects of the hospital and 
some general information which brought out the differences among HSMM as well as 
information about the quality program and the person in-charge of the program. The 
outcomes of the hospital could be seen at a glance. A high percentage of the selected 
hospitals was private. In general, they were reluctant to disclose any information 
about their hospitals. This study demonstrates no significant differences among 
HSMM at their managerial level. Nevertheless, undergoing training in quality did 
create a change. 
The other part of this research was the action research. This was a new experience in 
both hospitals. The private hospital tried to utilize this study towards the planning for 
their intended accreditation. The participation of the MOH hospital was based on 
interested individuals more than willingness of the hospital management although an 
agreement was signed with the director of the hospital before the action research. The 
findings of the action research were more qualitative, except for the patient 
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satisfaction survey. Despite the major differences between the two hospitals in terms 
of most of the studied variables, medical competency was almost the same. 
5.2 THE DESCRIPTIVE STUDY 
This part of the research aimed to answer the following research questions: 
1. How correctly do HSMM define and perceive quality of health care? 
2. What level of importance and priority do they give to the provision of quality 
health care services? 
3. What measures are HSMM currently taking to ensure and enhance the provision 
of quality health care in their hospitals? 
Two data collecting tools were used for this study. The first tool was a self- 
administered questionnaire to answer the first two research questions. The 
questionnaires were distributed to 200 hospital senior and middle managers (HSMM). 
One hundred seventy three responded, giving 86.5% response rate. The other tool was 
a checklist completed for each one of the 20 studied hospitals completed by the 
researcher in answer to the third research question. Data were collected from the 
beginning of April until the end of June 2005. The data in each of those tools were 
processed. The researcher adopted the checklist to give a summary of the structure 
and outcome of the 20 hospitals where the HSMM work. Four main groups of data 
were collected through the checklist. 
5.2.1. Overview of the hospitals 
Six different general aspects about the hospitals included in the study were 
investigated. These included ownership, location of the hospital, capacity of the 
hospital, average occupancy rate and the management style of the hospital 
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The first part comprised the structure of the hospital in general about the 
ownership, the location, the total number of beds, occupancy rate, the type of medical 
management as well as the type of non medical management. The hospitals numbered 
20, more than half of which were private hospitals. Although the MOH is the major 
provider of health care in Saudi Arabia, the number selected for this sample showed 
that there were more private hospitals. This discrepancy could be attributed to two 
reasons: 
" Some of the MOH hospital did not meet the inclusion criteria for the study, 
so were excluded. 
" MOH policy of increasing primary health care centers and small hospitals to 
meet the needs of the small scattered population. 
Most of these hospitals are located in Dammam, the centre of the eastern province. 
The Dammam region is made up of several cities hence the presence of more than 
half of the hospitals in this region. Al Hasa and Hafar Al Batin regions, however, are 
less well-developed and smaller than the Dammam region. 
The total number of beds explains the high number of private hospitals in the study. 
Private hospitals tend to operate hospitals with a moderate number of beds compared 
to the MOH which has either very large or very small hospitals, and primary health 
care centers. 
Half of the hospitals indicated that their occupancy rate was more than 50%. This 
shows that private hospitals were doing well because they formed the majority in the 
studied hospitals. This level of performance could 
he attributed. to the level of quality 
care they provide. 
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There is a marked contrast between the performance of the hospital management and 
the non-medical hospital administrators. This is clear because the main business of a 
hospital is to provide medical services, which requires constant attention and 
vigilance by the management. The responsibility rests on hospital management rather 
than the non-medical managers, the latter being answerable to the holding company. 
5.2.1.1. Information about the quality program 
Five different features of the quality program were investigated. These features clarify 
the status of the quality program in the hospital. First is the availability of the 
program. Nineteen of the 20 hospitals had quality programs, most of which started in 
2004, one year prior to the study period, indicating the awareness of the top 
management of the importance of quality program. The CEOs of the 15 hospitals 
appreciated the importance of quality in their hospitals, so they encouraged the head 
of the quality department to report directly to them. Most of the hospitals that had 
quality programs also had written quality plans. These plans had not been fully 
implemented in all of the hospitals which is unfortunate. The same could be said 
about training in quality in hospitals since half of the hospitals studied did not train all 
of their staff on quality. The majority of the hospitals conducted training courses on 
quality limited to certain departments of the hospital only. This approach detracts 
from effective implementation of a quality program that would contribute to the 
achievement of the hospital's goals. New staff in 11 hospitals had no chance of 
knowing about quality programs since their hospitals did not have them. 
5.2.1.2. Information about the person in-charge of quality program 
The job title, specialty, qualification and experience of the person in-charge of quality 
program were the aspects of investigation. There were very few Saudis, only two 
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compared with 17 non-Saudis. This shows that there is a very urgent need to train 
Saudis for this very important role. There were more males than females, most of 
whom were medically trained. Private hospitals in particular did not feel the need to 
hire someone for a single function. This was evidenced by the fact more than half of 
them were assigned responsibilities other than quality. Most of them held specific 
jobs related to quality, had qualifications in quality, had attended courses and spent 
more than one year in their present positions. This indicates that those hospitals had 
good foundations of the quality programs. 
5.2.1.3 Information about the outcomes 
This section dealt mainly with the standards of health care leading to patient and staff 
satisfaction. When properly monitored and correctly evaluated, it formed the most 
important indicator of quality. Most of the hospitals had set standards to evaluate their 
services. Half of them had national and international standards by which they 
evaluated the overall services of the hospital. A high percentage of them were aware 
of the importance of patient satisfaction, so they monitored it and realized a certain 
level of satisfaction. However, attention to staff satisfaction was not at the same level 
though this was the key to patient satisfaction. This shows the narrowmindedness 
lack of concern of top management of the hospital for their staff. 
5.2.2 Hospital senior and middle managers' information 
Five main areas of information were included , 
in the questionnaire. The response to 
each variable was analyzed and its results presented below. The first part of the 
questionnaire concerned data on the hospitals and the HSMM, the core of this study. 
The descriptive study as well as the action research were used as two different 
approaches to investigate their knowledge, attitude and practice of quality programs 
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from different angles. HSMM knowledge was evaluated by means of the variables of 
the general information about quality, the factors contributing to the success of the 
quality program, and the causes of failure of quality program. Their attitude was 
studied through their views on the ranking of the quality activities. Their real practice 
of quality in their hospitals was revealed through the checklist on quality program. 
5.2.2.1 Distribution of hospital senior and middle managers according to their place 
of work 
The hospitals are located in three distinct regions of the Eastern Province of Saudi 
Arabia. One-hundred-nineteen HSMM from 14 hospitals in the Dammam region 
constituted 68.8%, 45 HSMM from five hospitals in Al Hasa region constituted 26% 
and 9 HSMM from one hospital in Hafr Al Batin region constituted 5.2% of the total 
percentage. 
5.2.2.2 The characteristics of hospital senior and middle level managers 
Managerial level 
There was not much difference in the percentages of two managerial levels, 51.4% for 
senior managers and 48.6% for middle level managers. This gives a clear picture of 
the comparison of the two groups on the variables. 
Age 
There was an equal number of those below 40 years of age and those above 40. This 
symmetry eliminates the effect of experience of the young managers over the older 
managers. 
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Gender 
Most of the HSMM were male. Females held middle management positions such as 
nursing directors and heads of continuous medical education. This is the usual 
distribution of managerial positions in Saudi hospitals. Very few women were 
assigned top managerial positions. 
Nationality 
There were fewer Saudi managers than non-Saudis. From the researcher's point of 
view, this could be attributed to two reasons. Qualified Saudi managers tend to work 
for MOH because they felt there was greter job security there than in the private 
sector. The private hospitals tend to hire non-Saudi managers with less pay and more 
responsibility. This trend was predominant in the case of the people in-charge of 
quality in the studied hospitals where they had responsibilities other than quality. 
Qualification 
The reasons adduced to nationality discussed earlier also apply to qualification. The 
majority of the HSMM were physicians because of the higher salaries and the wider 
scope of responsibilities they had. HSMM who had nursing qualification formed 
28.9%. 
Training 
More than 25% of the HSMM had received no training in quality. This percentage is 
very high in the studied hospitals, 95% of which had quality programs. It also 
reflected negatively when a comparison of the trained and non-trained HSMM was 
made on different aspects, to be discussed later. 
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Ownership of the hospital 
The place of work has a remarkable impact on the HSMM style of work. The HSMM 
respondents were mostly from the private sector. Those from the MOH were the next 
and those from other hospitals were the least in number. The differences in nationality 
and qualifications of HSMM could be partly attributed to their place of work. 
5.2.2.3 Hospital senior and middle managers' definition of quality 
Questions on the six dimensions of quality health care asked by Maxwell (1984) were 
put at the beginning of the-general concepts of quality to assess HSMM knowledge of 
them. A response of "Strongly agree" by HSMM on these six dimensions was 
considered a complete definition. The definition was otherwise considered 
incomplete. Questions on the same six dimensions of quality health care raised by 
Maxwell (1984) were again put in the general information part of the questionnaire. 
The 'strongly agree' response to all of the six dimensions was considered a complete 
definition of quality. The definitions were otherwise considered incomplete. In 
general, HSMM who defined quality correctly according to the researcher's criteria 
were more than those who did not. One of the important reasons revealed by the 
statistical analysis of the data was the nationality. It showed that there were 
significantly more non-Saudis who defined quality correctly than Saudis. This could 
be attributed to the limited health quality management courses generally taught in the 
Health Sciences Colleges and Health Institutes. There is now a strong move towards 
training/teaching courses in quality management in these colleges. A committee of 
high officials met to discuss and implement whatever was needed to fill this gap in 
knowledge. 
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5.2.2.4 Knowledge and attitude of hospital senior and middle managers according, to 
their managerial level 
Four different aspects of different variables of the knowledge of the HSMM were 
investigated. They covered general information on quality, factors that enhance 
quality programs, the causes of quality program failure and the ranking of priorities in 
the implementation of quality programs. There were no significant differences in all 
variables of the four aspects in the responses of HSMM based on managerial levels. 
The overall response of both senior and middle managers tended to strongly agree or 
agree to all of the variables. This high level of knowledge and attitude among both 
senior and middle managers indicates that the failure of quality programs cannot be 
attributed to lack of knowledge. 
5.2.2.5 Knowledge and attitude of senior and middle managers of hospitals 
according to their training on quality 
In order to investigate HSMM contribution to the success of quality programs more 
fully, the effect of participating in training programs in quality aspects was evaluated. 
The response of HSMM to the different variables of the four aspects of the 
questionnaire was tested with regard to the effect of training in quality attended. 
Definition of quality 
Attendance at courses in quality made no significant difference to the responses of 
HSMM towards the definition of quality. The percentage responses were the same. 
General information about quality 
Significant differences of the following variables of the general concepts of quality 
emerged as a result of the training of the HSMM. The statistical analysis of the 
differences is illustrated in table 5.1 and displayed in figure 5.1. 
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Giving the staff an opportunity to participate in the preparation of quality 
programs from the initial stages. 
Changing of quality programs (QP) from inspection based management to process 
improvement. 
The knowledge of how to implement QP. 
The importance of QP in the survival of the hospital. 
The difficulty of implementing QP. 
Understanding the continuous nature of QP 
Factors necessary for the implementation of quality programs 
The perception of HSMM on the factors necessary for implementing quality programs 
is determined by their training background. Trained HSMM differed significantly 
from the untrained on the following variables as illustrated in table 5.2 and displayed 
in figure 5.2: 
- Advocating zero defect principle. 
- Evaluating quality through the assessment of mistakes. 
- Measuring quality through its compliance with patient requirements. 
The causes of qualityprogram failure 
Trained HSMM attributed the failure of QP more significantly to the following 
variables as illustrated in table 5.3 and displayed in figure 5.3: 
- Inadequacy of time allocated 
for the implementation. 
- Ignorance of good results. 
Ranking of priorities in the implementation of quality programs 
Trained HSMM gave greater priority to the following variables as illustrated in table 
5.4 and displayed in figure 5.4: 
108 
Meeting patient needs. 
Ensuring availability of information on quality. 
Commitment of the staff to the mission of the hospital. 
Reinforcing technical staffs managerial skills. 
Getting patient's views about the health care provided. 
Giving staff power to improve quality health care. 
Getting staffs views about their job satisfaction. 
Providing staff autonomy. 
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Table 5.1 Cross tabulation of courses attended by hospital senior and middle 
managers and their perception of general concepts on quality 
In order to highlight the differences between the perceptions of quality of those who 
had attended some training courses on the subject and those who had attended no 
courses at all, the five-category Likert scale adopted in the questionnaire was 
condensed into three categories; strongly agree and agree, as agree; strongly disagree 
and disagree, as disagree; and neutral was not altered 
n Trained in quality =128, Not trained in quality = 45 
Variable 
Training Agree Neutral Disagree X2 test 
(*) 
level df =2 
Trained 111(86.7) 6(4.7) 11(8.6) 
x2= 15.5 
2.8 Not trained 29(64.4) 11(24.4) 5(11.1) 
p<0.001 
2.9 
2.13 
2.14 
2.15 
2.16 
Trained 113(88.3) 8(6.3) 7(5.5) x2= 18.9 
Not trained 28(62.2) 4(8.9) 13(28.9) p<0.001 
Trained 87(68.0) 39(30.5) 2(1.6) x2= 12.9 
Not trained 35(77.8) 5(11.1) 5(11.1) P<0.01 
Trained 123(96.1) 3(2.3) 2(1.6) X2= 19.4 
Not trained 35(77.8) 10(22.2) 0(0.0) P<0.01 
Trained 89(69.5) 12(9.4) 27(21.1) x2=6.2 
Not trained 30(66.7) 10(22.2) 5(11.1) P<0.05 
Trained 126(94.4) 1(0.8) 1(0.8) x2= 10.6 
Not trained 39(86.7) 4(8.9) 2(4.4) p<0.01 
.' (*) See Appendix A for variables codes 
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FIG 5.1 HSMM perception of the general concepts of"Quality" 
according to background training 
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Table 5.2 Cross tabulation of courses attended by hospital senior and middle 
managers and their perception of the factors necessary for the 
implementation of quality programs 
In order to highlight the differences between the perceptions of quality programs of 
those who had attended training courses in quality and to those who had not attended 
any, the five category Likert scale adopted in the questionnaire was condensed into 
three categories; very important and important, as important; not important at all with 
not important, as not important; and neutral remained the same. 
Variable 
(*) 
3.2 
3.3 
3.5 
.-n 
Trained in quality =128, Not trained in quality = 45 
Training Important Neutral Not X2 test 
level important df =2 
Trained 104(81.3) 24(18.8) 0(0.0) x2= 11.5 
Not trained 26(57.8) 18(40.0) 1(2.2) p<0.01 
Trained 120(93.8) 6(4.7) 2(1.6) x2= 16.1 
Not trained 35(77.8) 2(4.4) 8(17.8) p<0.001 
Trained 122(95.3) 5(3.9) 1(0.8) x2= 22.5 
Not trained 32(71.1) 13(28.9) 0(0.0) P<0.001 
(*) See Appendix A for variables codes 
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Table 5.3 Cross-tabulation of courses attended by hospital senior and middle 
managers and their perception of the reasons for the failure of quality 
programs 
In order to highlight the differences between the perceptions of quality programs of 
those who had attended some training courses in quality as opposed to those who had 
attended no courses, the five category Likert scale adopted in the questionnaire was 
condensed into three categories; strongly agree and agree, as agree; strongly disagree 
and disagree, as disagree; and neutral remained the same. 
Variable 
i*> 
n Trained in quality =128, Not trained in quality = 45 
Training X2 test 
level Agree 
Neutral Disagree df =2 
Trained 90(70.3) 15(11.7) 23(18.0) X2=8.0 
2 
Not trained 23(51.1) 13(28.9) 9(20.0) P<0.05 
Trained 115(89.8) 9(7.0) 4(3.1) X2=6.6 
12 
Not trained 37(82.2) 2(4.4) 6(13.3) P<0.05 
(*) See Appendix A for variables codes 
4.2 
4.12 
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programs according to background training 
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Table 5.4 Cross-tabulation of courses attended by hospital senior managers and their 
views on priority factors in quality program implementation 
To analyze the views of the two groups on those reasons, the five category likert scale 
adopted in the questionnaire was condensed into three categories; high priority with 
priority as priority; not priority at all with not priority as, not priority; and neutral 
remained the same. 
Variable 
(*) 
5.2 
n Trained in quality =128, Not trained in quality = 45 
Training Priority 
level 
Trained 123(96.1) 
Not trained 36(80.0) 
Trained 127(99.2) 
Neutral Not X'test 
priority df =2 
4(3.1) 1(0.8) x2= 11.8 
8(17.8) 1(2.2) p<0.01 
1(0.8) 0(0.0) x2= 18 
1(2.2) 6(13.3) p<0.001 
4(3.1) 1(0.8) x2= 11.8 
8(17.8) 1(2.2) p<0.01 
4(3.1) 4(3.1) x2= 12.6 
3(6.7) 8(17.8) p<0.01 
4(3.1) 4(3.1) x2= 12.6 
3(6.7) 8(17.8) p<0.01 
7(5.5) 6(4.7) x2= 7.4 
6(13.3) 6(13.3) p<0.05 
4(3.1) 3(2.3) x2= 24.6 
5(11.1) 10(22.2) p<0.001 
19(14.8) 2(1.6) x2= 15.6 
10(22.2) 7(15.6) p<0.001 
5.4 
Not trained 38(84.4) 
5.6 
Trained 123 (96.1) 
Not trained 36(80.0) 
5.11 Trained 120(93.8) 
Not trained 34(75.6) 
5.12 Trained 120(93.8) 
Not trained 34(75.6) 
5.13 Trained 115(89.8) 
Not trained 33(73,3) 
5.14 Trained 121(94.5) 
Not trained 30(66.7) 
Trained 107(83.6) 
5.21 
Not trained 28(62.2) 
(*) See Appendix A for variables codes 
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5.3 THE ACTION RESEARCH 
5.3.1 Orientation and follow-up of the action research 
Orientation meetings were held on 21" of March 2005, in each hospital to give the 
participants general details about the action research, their role and the data collecting 
tools to be used in the research. The first practical activity of the action research 
started was workshop conducted by the researcher. The workshop was repeated twice 
in the MOH hospital and once in the private hospital based on the number of 
participants. The total number of participants from the MOH hospitals were 44; 20 in 
the first and 24 in the second, and 20 participants from the private hospital. 
Six follow-up meetings were held with a two-week gap between every two 
consecutive meetings to monitor the progress, help the group to achieve the 
immediate objective of each period and subsequent final objective of patient 
satisfaction. 
5.3.2 Nurses' characteristics and background 
All nurses working in the medical and surgical wards were invited to attend the action 
research workshop. At the end of each workshop, self-administered questionnaires 
were distributed to them to get their demographic data as well as their views on the 
content of the workshop. 
The number of nurses from the two hospitals who participated varied because of the 
difference in the number of beds in the hospitals and the distribution of their patients. 
The MOH hospital had four different wards. One each for male medical, female 
medical, male surgical and female surgical. The private hospital had one male medical 
ward, one male surgical ward and one combined medical and surgical female ward. 
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Consequently, the number of nurses from the MOH participating was 44, but only 20 
came from the private hospital. 
The experience of both was considerably good. Their average age was less than forty. 
There were few male nurses in the programme since the majority of nurses all over 
the world are females. More Saudi nurses work in the MOH hospital than in the 
private hospitals. The common trend is for graduates to look for positions in 
government hospitals rather the private sector for reasons of job security which cannot 
be-guaranteed in the private sector. The majority of nurses had university degrees in 
nursing. The number of MOH nurses who had had training in quality was less than 
that in the private hospital. This could be considered one of the early indicators of 
HSMM for quality. 
The information presented to them during the workshop was not new to most of them, 
which is another indicator that there is no serious lack of information, though there 
was a problem of function. The majority of them also indicated that the information 
delivered was practical and could be implemented to satisfy hospital patients. 
The nurses of the MOH hospital and those of the private hospital had almost the same 
experience in most of the areas. There was a major difference however, in the 
nationality, for more Saudi nurses than foreigners were employed in the MOF! 
hospital. The other parameter which also showed an obvious difference was the 
training courses in quality attended by the nurses. Only 20% of the private hospital 
nurses had attended no courses in contrast to 38.6% of the MOII nurses. 
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5.3.3 Nurses' contribution 
In a real sense, the activity of the nurses during the course of this action research was 
a clear indicator of the support of HSMM of the hospital for quality program. 
Nurses of the MOH including the director of nursing showed very little interest in 
participating in the action research. To show the seriousness of the problem, some of 
the nurses admitted that this research was very vital for the patients, but were not 
willing to participate positively because of the lack of interest of the administration. 
The private hospital nurses were a little hesitant since they initially saw this study as 
an addition to their overloaded schedule. They looked for ways of avoiding 
participating in this program. They eventually enjoyed it and realised it was a means 
of improving their performance. 
To make the comparison easier, the same domains were used for the bi-weekly reports 
as the patient questionnaire. The two tools were set to evaluate patient satisfaction 
from different angles. This means that the domains had no relation with the staff 
problems. Nevertheless, the nurses of the MOH persistently raised issues and 
problems relating to their hospital despite being told in all follow-up meetings that 
those issues were outside the scope of the research. The nurses of the private hospital 
however, accepted this clarification and started looking for creative solutions for the 
problems hindering patient satisfaction. 
The level of MOH patient satisfaction fluctuated during the period of the study. It 
seemed to depend on the mood of the nurses rather than driven by patient satisfaction. 
Satisfaction of the private hospital patients steadily improved which could indicate the 
rising interest of the nurses. 
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One of the subjects discussed in the workshop was problem-solving and decision- 
making. Group sessions and exercises were conducted to give the participants full 
confidence in the application of these skills. Despite all the encouragement given, the 
nurses of MOH hospital were not interested in investigating problems properly. 
Consequently, their solutions were also very superficial. Nurses of the private hospital 
tried to view critically anything that stood in the way of patient satisfaction. They 
started by looking for the external factors contributing to low patient satisfaction, and 
went on to investigate their own work. They adhered strictly to concepts and skills 
taught in the workshop in order to improve patient satisfaction. 
The corrective action suggested by the nurses of MOH hospital was very superficial 
and could not have had any effect whatsoever on the problems. Private hospital 
nurses spent a long time investigating the root causes of the problems, and as was to 
be expected came up with bright and creative solutions. 
The biweekly reports of nurses of MOH hospital was hurriedly written towards the 
end of each period, so there was no time to follow-up and monitor of the corrective 
actions decided on. The private hospital nurses utilized the entire two-week period 
thinking of corrective measures for their problems and monitored them in the 
remaining time. 
Nurses of MOH hospital were not keen to implement the suggested corrective actions 
and always found excuses for their inaction. Private hospital nurses looked for all 
opportunities to apply their corrective actions. 
There was no follow-up on the result of implementing the corrective actions from the 
nurses of MOH hospital. For this reason the satisfaction level of each variable is not 
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reliable, and would not reflect the true level of patient satisfaction. However, the 
nurses of the private hospitals were conscientious in following up the results of their 
corrective actions. Their follow up shown in the satisfaction column of the report is to 
a large extent a true reflection of patient satisfaction. 
5.3.4 The findings of nurses bi-weekly reports 
There were major differences between the reports of the two hospitals (the MOH and 
private hospitals) in the comparison of the main features of the nurses' bi-weekly 
reports throughout the six periods of the action research. Table 5.5 gives a clear 
comparison of the findings of the two hospitals. 
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Table 5.5 Comparison of different observations between the two hospitals through 
nurses' bi-weekly reports 
Variable of 
No. comparison 
MOH hospital Private hospital 
1 Interest of the 
nurses 
2 Relevance of the 
reports to patient 
satisfaction 
3 Consistency of the 
reports 
4 Specifying the root 
causes of the 
obstacles to patient 
satisfaction 
$ Visibility of the 
corrective action 
6 Implementation of 
the corrective 
action 
7 Follow up of the 
corrective action 
8 Job satisfaction 
regarding the 
corrective actions 
Low although some of them 
admitted that it was very 
important for the patients 
Continuous evaluation of 
the report variables from the 
staff point of view despite 
the emphasis to look at the 
variables from the patient 
point of view 
Sometimes reports were 
acceptable but mostly not 
Did not delve into the root 
causes of problems. Dealt 
with only superficial signs. 
Persisted in putting the 
blame on others for not 
doing their job correctly 
Blamed others for not 
implementing what they had 
suggested 
The reports were prepared at 
the end of the period so 
follow-up was minimal, if at 
all. 
High level of satisfaction 
despite persisting problems. 
Nurses were hesitant at the 
beginning because of the 
workload. They later became 
interested and enjoyed it. 
There was misunderstanding 
in the first two periods in 
some of the reports but they 
improved with time. 
Progress in preparing the 
reports is remarkable, both in 
content and documentation. 
Specified the root causes of 
the problems precisely, and 
also criticized their own skill 
and practice. 
Specified visible corrective 
actions 
Always looked for ways and 
means of getting the 
corrective action 
implemented 
Utilized the entire two weeks 
period to follow up the 
impact of the corrective 
action 
Low level of satisfaction 
because the problems were 
not totally eliminated 
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5.3.5 Patient feedback 
The methodology of this study required that all of the available discharged patients in 
the selected wards of the two hospitals be surveyed. This meant that nursing aids from 
the MOH and the social workers of the private hospital had to repeat the survey ten 
times every two weeks on different patients in order to satisfy the requirements of the 
action research. The support of senior and middle management together with the 
enthusiasm of the surveyors affected the number of surveyed patients. Access to the 
discharged patients varied between the two hospitals. Certain limitations such as those 
listed below lowered the number of patients surveyed in the two hospitals: 
- Discharged against the medical advice. 
- Refusal to participate in the study. 
- Discharged at the weekend. 
- Discharged after the duty hours of the surveyors. 
- Short notice from the nursing office to the surveyors about those discharged. 
- The surveyors occupied with matters relating to their routine daily work. 
In addition to all of these factors, there was another major obstacle in the MOH 
hospital. The nursing aids had a very short time to interview patients. This 
particularly lowered the number of patients interviewed in the MOH hospital 
dramatically. 
At the end of the action research, 348 patients had been surveyed from the MOH 
hospital out of 2951, giving percentage of 11.8%. The total number of patients 
discharged from the private hospital was 1205, out of which 649 were surveyed 
constituting 53.9% of the total discharged. 
124 
A varied number of patients was surveyed in each period. One of the factors affecting 
this fluctuation was the long period of the research. The drop in the number of 
surveyed patients in MOH hospital started from the third period and continued 
declining till the end. The private hospital started better than MOH, with the 
percentage respondents increasing until the third period. The last three periods 
fluctuated, ending with the lowest percentage. In general, the private hospital did 
much better. 
These variations - are acceptable, for because of its qualitative nature, the action 
research which was based on investigating the level of support which HSMM 
provided for quality programs in their hospitals and not aimed at generalizing its 
results for the remaining hospitals. 
5.3.6 Patient characteristics 
Nationality 
All Saudi patients are eligible for treatment in MOH hospitals, while not all the non- 
Saudis have this privilege. Consequently, the percentage of Saudis in MOH hospital is 
greater than in the private hospital. 
Residence 
The two hospitals dealt mostly with patients from the urban areas around the hospital. 
This meant that the cicumstances of the patients in both hospitals with regard to 
communication, environmental and other living conditions were similar. 
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Gender 
There were more male patients in the private hospital than in the MOH hospital. The 
reason might be that private hospitals had health insurance contracts with different 
organizations, the staff of which are mainly male living here without their families. 
Age 
Surveyed patients were classified into two groups, those less than 40 and those more 
than 40 years of age. Again the private hospitals tended to have more patients below 
the age of 40 which. confirmed the suggested reason behind higher percentage of 
males reporting to the private hospital. 
Marital status 
There were more unmarried patients in the MOH than in the private hospitals. A high 
percentage of these were either students or unemployed, so could not afford to pay the 
fees charged by the private hospital. The high percentage of married patients reporting 
to the private hospital confirms the reasons mentioned earlier i. e., the bills of most of 
the private hospital patients were paid by their medical insurance. 
Education 
Literacy among the private hospital patients was higher than among the MOH 
patients. Patients attending private hospital were employees of companies and 
numerous industries hired for their expertise based on their qualifications. Companies 
provide insurance cover for their staff to receive better treatment and care. 
Occupation 
Professionals and students formed a higher percentage of patients presenting to the 
MOH hospital. Tlie private hospital on the other hand, saw more administrators and 
technical staff. 
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Main source of health care 
Patients usually had more than one place where they went for health care, the main 
source and an alternative. A majority of the patients surveyed indicated ' that the 
hospital where they were surveyed was their main source of health care. This lends an 
indirect credence to the finding of the action research. Since there are more than 16 
health care providers in the country, if the hospitals where the patients were surveyed 
was not their main source of health care, their views may not be reliable. 
5.3.7 Patient satisfaction 
The findings from the patients' questionnaire in each period were used as a guideline 
to form the actual picture of patients' level of satisfaction. The variables in the report 
which showed the lowest patient satisfaction were selected for discussion at the 
meetings with the participants from the hospital. It was agreed that emphasis be put 
on these in order to raise the level of patient satisfaction in the next period. Their 
interest and effort reflected in the results of patients' questionnaire. The results of 
every period formed the subject of discussion in the follow up meetings. The trends of 
patient satisfaction in the course of the action research in the MOH and private 
hospitals are displayed in figures 5.5 and 5.6 respectively. 
In order to highlight the differences between the two hospitals, the differences 
between the first and the last periods are displayed in figures 5.7 and 5.8 The eight 
domains represent 19 variables. 
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Table 5.6 Variables that showed significant differences in patient satisfaction in the 
1St &6 t" periods of action research 
'Agree' in the tables is the total of 'strongly agree' and agree while 'n' is the number of 
respondents for the same variable. 
Variables n (MOH patients) = 348 
(*) First period 
Hospitals (Agree/n) X2 test 
Previous MOH 35/50 
experience 
Private 79/89 
Expectation MOH, 37/50 
Private 76/89 
Ventilation MOH 30/50 
Private 69/89 
Quietness MOH 17/50 
Private 60/89 
Cleanliness MOH 33/50 
Private 64/89 
Food MOH 32/50 
Private 52/89 
Information MOH 6/50 
about the ward 
Private 17/89 
Information MOH 22/50 
about the 
treatment plan Private . 40/89 
(private patients) = 649 
Sixth 
period X2 test 
(Agree/n) 
x2 =8.7 31/40 x2 = 11.8 
P<0.01 58/58 p<0.001 
p >0.05 32/40 x2=7.4 
57/58 p<0.01 
x2=4.8 36/40 x2=6.0 
p<0.05 58/58 p<0.05 
X2= 14.5 24/40 x2= 24.2 
P<0.001 57/58 P<0.001 
p >0.05 30/40 x2= 12.9 
57/58 P<0.001 
p >0.05 27/40 x2= 18.3 
57/58 P<0.001 
p >0.05 14/40 x2= 47.5 
57/58 P<0.001 
p >0.05 28/40 x2= 17.1 
58/58 P<0.001 
Explain MOH 16/50 
procedures 
Private 69/89 
Information MOH 13/50 
made hospital 
- stay better Private 44/89 
Participated in MOH 18/50 
planning 
Private 35/89 
participated in MOH 20/50 
implementation 
Private 48/89 
Nurses were MOH 34/50 
attentive 
Private 73/89 
Nurses MOH 16/50 
responded when 
called Private 66/89 
Nurses are MOH 34/50 
competent 
Private 80/89 
x2= 27.9 29/40 
P<0.001 58/58 
XI =7.3 38/40 
P<0.01 58/58 
p >0.05 22/40 
57/58 
p >0.05 27/40 
57/58 
p >0.05 34/40 
58/58 
xZ= 24.5 30/40 
P<0.001 56/58 
x2= 10.4 36/40 
P<0.01 58/58 
(*) See Appendix K for full details of the variables 
cont. 
x2 = 15.3 
P<0.001 
p >0.05 
X2= 25.7 
P<0.001 
x2 = 15.9 
P<0.001 
x2=6.8 
P<0.01 
x2=8.3 
P<0.01- 
x' =3.8 
p<0.05 
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Figure 5.7 Differences in patient satisfaction of selected variables 
between MOH & Private hospitals during 1st period of 
action research. 
132 
Satisfaction 
100 
90 
80 
70 
60 
50 
40 
30 
20 
10 
0 
'rS 
, 
yiý k* ;ý ýý 
"ir 
H 
<^ýf 
.! ý 
'ý 
. i4y 
,i 
fx 
J 
> 
ý 
ý t 
tk ýt 
Expect Vent Quiet Clean. Food Explain Nurs. Doct 
0 MOH 0 Private 
Overall 
Figure 5.8 Differences in patient satisfaction of selected variables 
between MOH & Private hospitals during 6th period of 
action research. 
133 
5.3.8 Overall observations on the action research 
The CEO of the private hospital attended all of the activities of the workshop and 
participated very actively in the group sessions and group discussions. In the course of 
the action research, the CEO left the hospital, but the same level of support was 
maintained. The CEO of the MOH hospital, the medical director and the director of 
nursing did not attend any of the sessions inspite of the fact that the workshop was 
conducted twice in their hospital. 
Also the middle management of the MOH hospital showed no real interest. The 
director of nursing delegated all of the arrangement related to the action research to 
her assistant. In the private hospital, the Director of Nursing was a very active 
participant in all of the activities, starting from the initial meetings with the hospital 
top management until the end when her final report was submitted. Her keen interest 
and enthusiasm were very obvious, for she always waited patiently for the-arrival of 
the researcher at the main entrance of the hospital for the follow up meetings. When 
she had to leave the hospital for few days, her deputy stood in to welcome the 
researcher. 
Although a timetable for all of the activities of the action research had been 
distributed to all the concerned participants at the beginning, the delegated assistant 
director of nursing for the MOH hospital could not attend some of the meetings 
because she had to attend another meeting scheduled for the same time. Obviously, 
the lack of attendance at the meetings hampered the activities. The nursing director of 
the private hospital attended all of the meetings along with the staff concerned, 
although the meetings were held during their break. 
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One of the positive ljigh aspects of MOH hospital was the interest of quality 
manager, who exhibited a lot of enthusiasm for all the activities, but could do very 
little because of the lack of support from the top management. The quality manager of 
the private hospital participated in the workshop and all other activities. 
The liaison with the nursing director of the MOH hospital was very weak, so the 
quality manager tried to fill this gap. However, she could do very little. The director 
of nursing played a very active role in the action research in the private hospital. She 
- encouraged her staff during and after-the meetings. Moreover, she wrote the minutes 
of the meetings and followed the implementation of the recommendations of each 
meeting. 
Head nurses of the MOH hospital were very reluctant to complete the bi-weekly 
reports. Consequently, they failed to provide any constructive ideas to improve the 
action research in general. Head nurses for the three selected wards in the private 
hospital attended all of the meetings and participated actively in commenting on the 
findings in the patient questionnaire. 
The bi-weekly reports submitted by the nursing supervisors for each shift in the 
selected wards revealed many differences between the two hospitals. The MOH 
nursing supervisors exhibited gross ignorance by leaving out some basic information 
about their wards. The nurse in charge of nursing education wrote their reports and 
most of the supervisors had very little to add to what had been written. Their stock 
reply when asked was that they had no problems in their ward. The bi-weekly reports 
of nursing supervisors of the private hospital were thoughtfully written and had really 
valuable information. 
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In order to eliminate the human factor and to get to real facts of patient 
questionnaires, the social workers were asked to interview the patients and complete 
the forms. The private hospital provided three Saudis social workers which made the 
data collection very smooth. In the MOH hospital, no social worker was provided to 
help, so the quality manager asked the nurses aids working in the nursing services to 
help. 
Obviously, the number of patients in MOH hospital is far greater than in the private 
hospital, because it is free. There are more discharged patients and therefore, a greater 
number of patients should have been interviewed from the MOH. Unfortunately, that 
was not the case. More patients from the private hospital were interviewed despite the 
fewer number of patients discharged. It was evident that the help of the social workers 
with the interviewers could have made the difference. 
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5.3.9 Researcher's overall observations on the action research 
The qualitative observations throughout the period of the action research 
presented in the following table. 
Table 5.7 Overall comparison of various observations on the two hospitals 
No. 
1 
2 
3 
4 
5 
Variables 
CEO's 
commitment 
Nursing 
director's 
participation 
Attendance at 
meetings 
Time 
Quality 
management 
commitment 
MOH hospital 
Did not attend any function 
of the action research 
despite his verbal support at 
the start when the agreement 
of the action research was 
made 
Did not attend any of the 
workshops. She delegated 
the arrangements to her 
assistant who participated in 
the first workshop 
The assistant director of - 
nursing could not attend 
some of the meetings 
despite having agreed to the 
schedule of meetings at the 
beginning of the action 
research. 
Although the meetings were 
fixed for the lunch break, 
the assistant nursing director 
could not attend some of 
them on time 
The manager of quality 
showed personal interest. 
She attended the first 
workshop and participated 
positively in all of the 
follow-up meetings 
are 
Private hospital 
Attended the workshop for four 
hours. This support was not 
affected when the CEO was 
replaced one month prior to the 
end of the research. 
Attended all of the activities of 
the workshop and was an 
observer for the whole group. 
The nursing director attended all 
of the meetings except one 
which was attended by her 
deputy. 
Though the follow-up meetings 
were scheduled for the lunch 
break all of the participants 
attended 
The manager of quality attended 
the first workshop and was part 
of the arrangements for the 
whole action research 
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cont. 
6 
7 
8 
9 
10 
11 
12 
Follow up 
Head nurses' 
commitment 
Nurses biweekly 
reports 
Social workers' 
assistance 
Surveyed 
patients 
Consistency of 
the bi-weekly 
reports 
Application of 
the workshop 
concepts 
Contact with the nursing 
department was not close, so 
the quality manager took 
over 
None of them attended the 
follow-up meetings 
Although they 
acknowledged the 
importance of the action 
research, they did not 
participate actively 
Their reports were not 
complete and did not 
comply with what had been 
discussed in the follow-up 
meetings 
Social workers did not 
participate; the help of part 
time nursing aids to fill up 
patient questionnaires was 
sought. 
With no full time social 
workers to survey the 
discharged patients, only 
12% of the discharged 
-patients were surveyed 
The content of the reports 
showed fluctuating interest 
The reports bore no 
relationship with what had 
been discussed in the 
workshop 
Direct liaison with the nursing 
director was good through 
personal contact, telephone calls 
and email 
All the head nurses from all of 
the participating wards attended 
all the follow-up meetings and 
actively participated. 
Their reports were complete and 
done according to the comments 
of the researcher during the 
follow-up meetings 
Three social workers were 
assigned to administer the 
patient questionnaire and attend 
the follow-up meetings 
Sinec social workers were 
assigned to administer the 
questionnaires, 54% of the 
discharged patients were 
surveyed 
The reports shows consistent 
logical progress 
The reports shows compliance 
with the concepts discussed in 
the workshop 
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13 Team work The support for the 
implementation of the 
research was of personal 
interest to the quality 
manager and the assistant 
director of nursing only 
14 Human resources The director of nursing 
argued that because of the 
lack of resources, she could 
not give support to the 
research. 
15 Material The assistant director of 
resources nursing had no alternative 
but to use second-hand 
papers to Xerox patient 
questionnaire because of the 
lack of paper. 
5.4 SUMMARY OF RESULTS 
5.4.1 The descriptive study 
5.4.1.1 Overview of the hospitals 
5.4.1.1.1 General information on the hospitals 
All of the parties participating in 
the action research worked as a 
team toward the success of the 
ultimate goal of patient 
satisfaction 
Head nurses were given the 
authority to coordinate with 
other departments concerned to 
facilitate patient satisfaction for 
their patients 
All of the forms were prepared 
and photocopied as needed and 
kept in files for the researcher to 
collect at the end of each period 
" The total number of hospitals included in the descriptive study was 20, more than 
half of which were private. 
" Most of the hospitals were located in the Dammam region because it is the main 
region of the province. 
" Private hospitals tended to operate "a moderate number of beds compared with 
MOH which has either-very large or small hospitals, as well as primary health 
centers. 
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" The occupancy rate was more than 50% in most of the hospitals. 
" Most of the hospitals run the medical services themselves and had contractors for 
other operational and support services. 
5.4.1.1.2. Information on quality program 
" Nineteen hospitals had quality programs 
" -Fifteen quality'in-charge'of the hospitals report directly to the top management. 
" Most of the hospitals had written quality plans, but not all of them implemented 
these plans in full. 
Most of the hospitals train their staff on quality. 
5.4.1.1.3. Information on the 'in-charge' of the quality program 
" The number of Saudis in this position was minimal. 
" There were more males than females. _ 
" They had responsibilities other than their oversight for quality. 
" They were well-qualified and attended courses in quality. 
" The turnover of the 'in-charge' of quality was limited. 
" They had spent more than one year in their positions. 
5.4.1.1.4. Information on the outcomes 
" Most of the hospitals had standards to monitor their services. 
" Most of them monitored patient satisfaction 
" Scant attention was paid to staff satisfaction an there was little monitoring of this. 
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5.4.1.2 Hospital senior and middle managers information 
5.4.1.2.1 Distribution of hospital senior and middle managers according to their place 
of work 
9 Most of the HSMM worked in the Dammam region, a smaller number in the 
AlHasa region and the fewest in Hafr Al Batin. 
5.4.1.2.2 The characteristics of hospital senior and middle managers 
" Almost half of the HSMM were senior managers while the other half was middle 
managers. 
" Half the total number of HSMM were below 40 years of age and the other half 
were more than 40. 
" Males were predominant in the senior level, while females occupied some of the 
middle management positions. 
" Saudi nationals were fewer than non-Saudis in general. 
" Physicians formed the majority of HSMM. 
" Around one forth of HSMM had had no training in quality. 
5.4.1.2.3 Hospital senior and middle managers' definition of quality 
" HSMM who defined quality correctly were more than those who did not. 
" More non-Saudi HSMM than Saudis defined quality correctly. 
5.4.1.2.4 Knowledge and attitude of hospital senior and middle managers according 
to their managerial level 
" The response of HSMM based on their managerial level showed no significant 
differences among all of the variables of the four aspects. 
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" These aspects covered general information about quality, factors that enhance 
quality program, the causes of quality prograni failure and the ranking of priorities 
for the implementation of quality programs. 
5.4.1.2.5 Knowledge and attitude of hospital senior and middle managers according 
to their training on quality 
" There was no significant difference on the impact of attendance at courses in 
quality on the response given by HSMM for the definition of quality. Almost the 
same percentages, defined quality in the same way. 
General information about quality. The trained HSMM showed significant 
difference towards the following variables : 
o Giving the staff the opportunity to participate in the preparation of quality. 
o Moving quality programs from inspection-based management to process 
improvement. 
o The knowledge of how to implement quality programs. 
o The importance of quality programs for the survival of the hospital. 
o The difficulty of implementing quality program. 
o The understanding of the continuous nature of quality programs. 
" The important factors in implementing quality programs. There were significant 
differences among the trained HSMM towards the following variables 
o Advocating zero defect principle 
o Evaluation quality through evaluation of mistakes. 
o Measuring quality through its compliance with patient's requirements. 
The causes of quality program failure. There was a significant difference among 
the following variables 
o: Shortage of time allocated for implementation. 
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o Ignorance of good results. 
" Ranking of priorities in the implementation of quality programs. The trained 
HSMM showed significant differences towards the following variables 
o Meeting patients' needs. 
o Ensuring availability of information on quality. 
o Getting the staff committed to the mission of the hospital. 
o Reinforcing technical staffs managerial skills. 
o Getting patient's views about the health care provided. 
Giving staff power to improve health care quality. 
o Getting staffs views on their job satisfaction. 
o Providing staff autonomy. 
5.4.2 The action research 
5.4.2.1 Nurses' characteristics and back around 
" Nurses of medical and surgical wards were included in the study. 
" The number of nurses of the private hospital was approximately one half of the 
number of those in the MOH hospital. 
" The experience, qualification, - background about quality, age and gender 
distribution of the nurses was almost the same in both hospitals. 
" The nurses of the private hospital got training in quality. 
" Saudi nurses were more than the non-Saudis in the MOH hospital 
5.4.2.2 Nurses' contribution 
" The commitment of the senior and middle management was clearly indicated by 
the contribution of the nurses. -- 
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" Nurses of the MOH were not very interested in achieving the ultimate goal to 
satisfy the patients, while the nurses of the private hospital considered it a 
challenge. 
" The nurses of the MOH hospital were indifferent to the patient satisfaction and 
looked at the parameters of the study from the staff point of view despite the 
repeated advice in the follow-up meetings not to do so. 
" The bi-weekly reports of the MOH nurses showed sporadic interest to improve 
patient satisfaction. 
" The private hospital bi-weekly reports showed steady improvement. 
" The solutions of the problems with patient satisfaction suggested by the MOH 
nurses were very superficial, while those from the private hospital were well 
thought out and creative. 
" The reports and the follow-up activities of the nurses of the private hospital were 
completed on time, but those of the MOH hospital were done hurriedly on the last 
day. 
" The private hospital nurses looked for change, but the MOH nurses only blamed 
others for failure. 
" The private hospital nurses followed up on their suggested solution, but the nurses 
of the MOH forgot about it. 
5.4.2.3 Patient characteristics 
"_ More Saudi patients went to the MOH rather than non-Saudis. 
" Patients attending both hospitals were mostly from the urban areas. 
" There were more male patients in the private hospital. 
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" Most of the patients attending the private hospital were less than forty years of 
age. 
" Private hospital patients inlcuded ore unmarried men. 
" The patients of the private hospital were better educated. 
" Professionals and students were more among those attending the MOH hospital, 
while there were more administrators and technicians in the private hospital. 
" Both categories of patients indicated that their main source of health care was the 
hospital where they were surveyed. 
5.4.2.4 Patient satisfaction 
" The action research contributes to the improvement of the previous experience 
and expectations of the patients of both hospitals. 
" The physical environment had a significant effect on patient satisfaction. The 
private hospital was able to achieve a higher percentage of patient satisfaction. 
" The patients of the private hospital were more satisfied with the communication 
and information received from the nurses although the MOH hospitals had more 
Saudi nurses. 
" The patients of the private hospital were given more opportunities to participate in 
planning their treatment than the patients of the MOH, which increased their 
satisfaction. 
" The interpersonal relationship among nurses and the patients of the private 
hospital was better and contributed positively towards patient satisfaction. 
" The patients of the private hospital were more satisfied with the nursing services. 
" The overall satisfaction level was almost the same. 
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5.4.2.5 Researcher's overall observations on the action research 
" The CEO and the nursing director of the private hospital exhibited a very keen 
interest and participated actively. 
" The participants from the private hospital attended all the meetings and 
participated actively. 
" Quality managers of both hospitals participated in the research. 
" There was close communication with the director of nursing in the private 
hospital, but the managers of quality formed the link in the MOH hospital. 
" All of the head nurses of the private hospital attended all the meetings, whereas 
none from the MOH hospital attended the meeting. 
" The bi-weekly reports of the nurses of the private hospital were full, whereas 
those from the nurses of the MOH were not. 
" The social workers of the private hospital completed the questionnaires, while 
nurses' aids completed those for the MOH hospital. 
" The surveyed patients of the private hospital was 54%, whereas only 12% was 
surveyed in the MOH hospital. 
" The content of the bi-weekly reports of the MOH were not consistent, but those of 
the private hospital were consistent and showed logical progress. 
" The nurses of the private hospital were keener to apply the concepts learnt from 
the workshop in order to give greater satisfaction to their patients. 
" The driving force of the research in the MOH was the personal interest of the 
quality manager and the assistant nursing director, while in private hospital there 
was a concerted effort and interest of all parties. 
" The director of nursing in the MOH hospital argued that she did not have enough 
manpower to complete the questionnaires, whereas the director of nursing in the 
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private hospital was given the mandate to coopt staff from other departments to 
facilitate the implementation of the study. 
The top management of the private hospital made all material resources required 
for the study available to the Nursing Department, whereas the department of 
nursing in the MOH could not even manage paper for Xeroxing the forms. 
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CHAPTER SIX 
DISCUSSION 
In the previous chapter, the results of the descriptive study and the action research 
were presented. This chapter links the results with the Donabedian's (1980) approach 
to quality assessment. The main findings of the study were: 
" No significant differences among HSMM at their managerial level regarding 
quality concepts. 
" Attending training in quality did create a change in HSMM perception of 
quality. 
" The findings of the action research demonstrate the importance of HSMM 
support for quality programmes. 
Merry (2001) stated that the Avedis Donabedian's structure - process - outcome 
quality model and Paul Ellwood's outcome measurement concepts played a major role 
in the history and the quality of health care. Donabedian argued that there are three 
ways of assessing quality. The structure of the organization, the outcome of the 
-system and the process. He stated that the process was the most important component 
of the three. 
Evaluating the process of HSMM's support for quality programmes was the 
cornerstone of this study. The HSMM questionnaire, together with the action 
research, were meant to assess the process of quality in the selected hospitals. The 
checklist was used-. to present a picture of the structure of the resources and the 
physical and the organizational settings of the hospitals. The outcome of those 
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hospitals was also studied with regard to patient and staff satisfaction. The process of 
the descriptive study was assessed through the HSMM knowledge and attitude 
dimensions as revealed by the self-administered questionnaire distributed to HSMM. 
The action research magnified the process to give a clear indication of the practice of 
the HSMM in quality programs. This offered the opportunity to investigate the 
process more fully by monitoring the support of the HSMM for the team 
implementing the action research in the two hospitals. The plan of the action research 
dealt with the structure of the studied wards with regard to the nurses and the patients. 
The main characteristics of the nurses and the patients were investigated. The 
outcome of the action research was also demonstrated by the response of the patients 
to the studied variables. The activities of the nurses during the period of the action 
research formed the process. The aim of the nurses was to satisfy their patients by 
means of specific variables. They were given the tools for time management, the 
means to take part in some of the managerial activities and develop problem-solving 
skills to improve the satisfaction of the patients in their wards. The support of the 
HSMM was monitored and documented at all stages of the action research. 
6.1 THE DESCRIPTIVE STUDY 
6.1.1 The structure 
In order to provide quality health care services, HSMM should be aware of the rising 
expectations of people as a result of education and general interest in health. They 
should also be aware that all over the world the available resources are unable to meet 
the increasing patient expectations. This has led to increased emphasis on the 
maintenance of standards so that resources can be used as effectively as possible 
(Holland, 1984; Ellis, 1993). Although it does not reveal how well facilities are " 
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performing, the simple effective method of investigating structure is by the use of a 
simple checklist and this approach is advocated by Garner (1990). The researcher 
therefore developed a checklist to get information about: 
" the hospital. 
" the quality program. 
" the person in charge of the quality program. 
In the present study, the information about the hospitals showed that the 20 hospitals 
included in the study had common features. Most had quality programs with written 
quality plans and an orientation training for their staff on quality concepts. All of the 
hospitals had quality departments. The turnover of the persons in-charge of quality 
was not high. Most of them had relevant qualifications and had attended a number of 
training courses on quality. Therefore, quality programmes is expected to achieve its 
goals. The internal as well as the external customers should be satisfied. Medical 
errors should be at their minimum level. 
6.1.2 The outcome 
Almost all of the hospitals included in the study had standards by which their services 
were monitored. Most of the hospitals routinely evaluated their patient and staff 
satisfaction. The monitoring of patients and staff satisfaction reflects the depth of 
understanding of the knowledge of the HSMM on how to achieve quality health care. 
This trend shows the genuine desire to provide quality service in the hospital as 
advocated by the `quality gurus'. Deming (1986) believed that, for organizations to 
survive, they must learn what products and services their customers required and do 
their utmost to provide them. He criticized the traditional North American 
management methods of ignoring long-term investments aimed at improving quality 
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and productivity for the sake of short-term profits. Overall, Deming's approach was 
an amalgamation of loosely-related and often unoriginal ideas which, on 
implementation, formed a management style and organizational process that improved 
quality throughout the organization. 
With its emphasis on customer satisfaction, continuous improvement, problem 
solving processes and employee empowerment (Hackman, 1995; Westphal, 1997), 
TQM (total quality management) stands out as one of the most obvious ways for 
hospitals to reduce cost and increase revenue. While some health care professionals 
are concerned that TQM is another `fad', Richard L. Clark, President of the 
Healthcare Financial Management Association (HFMA), stated that TQM will endure 
because when properly implemented management are compelled to be customer- 
oriented (Anderson, 1991). 
Many health care organizations have applied the principle of TQM to reduce waste 
and complexity (Berwick, 1989). One means of facilitating quality transformation in a 
health care organization is to implement a customer information system (CIS) -a 
system for collecting, archiving, and accessing information about customers. Health 
care organizations that establish a CIS have a greater chance of success in their effect 
for quality improvement (Berwick, 1989). 
The quality of care based on JCAHO (1992) criteria included a feature of excellence 
that goes beyond the expectation of the client. Therefore, quality is mainly concerned 
with anticipating, meeting and exceeding customer expectations. The principles of 
TQM are, therefore, recommended for application to Health Care. 
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One of the problems of health care is the difficulty of relating outcome to quality 
health care. (Donabedian, 1966 and 1988; Buck, 1980; Opit, 1991; Harley, 1991). 
Opit (1991) posits that scientific methods and a valid epidemiological approach are 
useful to inform about outcomes mainly because of the inconsistent, broad and 
ambiguous interpretations given. Secondly, it is advisable not to overplay the 
emphasis on outcome since it has its own weaknesses (Davies, 1995). 
Quality assurance ensures that all steps necessary for the provision of quality care to 
patients are actually taken. It can also mean convincing a customer that certain 
standards are maintained to achieve quality. A strict definition would limit its 
applicability to the process whereby customers, in particular, become convinced 
(Ellis, 1993). 
Kanji (2003) has recently demonstrated that the health care sector is one of the fastest 
growing areas of the economy of most developed countries. Governments (and 
taxpayers) are investing increasingly larger amounts of money, either directly or 
indirectly, and expect high quality services in return. The reality, however, is often 
different: long waiting times, inefficiency, low productivity, stressed medical staff 
and less than satisfied patients. The literature indicates very clearly that the expected 
outcome of quality health care are patient satisfaction and staff satisfaction. Whenever 
these two aims are not satisfactorily met, there might be a flaw in either the structure 
or the quality system process of the hospital 
In this study, there was an in-depth investigation of the outcome of the studied 
hospital but this was not the ultimate goal of the study. The outcome indicators were 
used here to check the knowledge of HSMM of the importance of using this measure 
to monitor quality. This issue was doubly checked with the information collected 
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through the support of HSMM to the action research to be discussed later in this 
chapter. Interestingly enough, although the check list indicated that the hospitals 
monitor patient satisfaction, HSMM of the MOH hospital support for the action 
research was minimal. This shows that there is a gap between what is claimed and the 
actual practice. 
6.1.3 The process 
The driving force of the process in general in the hospital is the knowledge and the 
attitude of the HSMM. The tool used to assess the knowledge and the attitude of the 
HSMM was a pre-designed self-administrated questionnaire which comprised four 
different groups of variables: 
" General information about quality. 
" The important factors in implementing quality programs. 
" The causes of quality program failure. 
" Ranking of priorities regarding the implementation of quality. 
In the 1950s, Deming gave lectures and conducted training sessions for top managers, 
during which he convinced the Japanese business community that it could compete 
favorably with the rest of the world on the basis of quality. He emphasized the 
importance of quality and helped educate Japanese manufacturing company heads in 
statistical quality improvement methods that they adopted and still use today. 
Deming's efforts received widespread recognition in the United States after the airing 
of a 1980 NBC documentary: "If Japan can do it, why can't we. " Many US 
manufacturing firms including Ford and General Motors hired Deming as a consultant 
and implemented his principles-of quality management (Lynn, 1991). 
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Deming's approach is process rather than outcome-oriented. He assumes that workers 
are committed both to excellence and to working at maximum capacity and that when 
management leads in a desired direction, workers' evaluation is superfluous. Deming 
suggests that organizational problems are more likely to result from inefficient 
management or work procedures rather than from a lack of worker effort. Indeed, 
Deming suggests that about 85% of the quality problems experienced within 
organizations lie with management and only 15% with workers (Deming, 1986). 
Deming's view is that economic stability of the organization requires the development 
of an atmosphere of constant change and innovation. A reactive strategy of knee-jerk 
response to adversity without a guiding vision or strategy will lead to economic 
decline and threaten the survival of the organization. Top managements must take the 
initiative to ensure an open atmosphere of creativity, innovation and creative risk 
taking, even if the consequences are negative in the short term. Implicit in this 
philosophy is the belief in developing continuous educational programs for all 
employees. In this way, management is able to make use of all the skills and expertise 
of the empowered work force (Deming, 1982,1986; Logothetis, 1992). 
Deming's philosophy revolved around the concept of continuous process 
improvement and a belief that management should create a work environment that 
promotes continual improvement in all processes within the organization. He 
emphasized that employees who are closest to the day-to-day operations must be 
involved in improving quality and must be appreciated for their efforts. Deming also 
advocated training workers in process improvement techniques, and applied these to 
all aspects of. a firm, including product design, marketing, operations, purchasing, 
administration, record keeping and service. Consequently, Deming criticized the use 
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of slogans, campaigns, and incentives to motivate workers to improve quality, unless 
techniques and methods for quality improvements were also provided. He suggested 
that organizations should develop positive, cooperative relationships with a few 
suppliers and vendors so that quality problems can be eliminated (Deming, 1986). 
To implement organization-wide evaluation standard of performance and evaluation 
criteria, Juran recommends the use of control charts. After quality standard has been 
established, Juran considers it necessary to monitor performance continually to detect 
non-conformance and initiate change to achieve reduction in both error rate and 
variation over time. Perhaps the most intriguing feature of Juran's modified control 
chart is the extreme fluctuation that occurs during change periods. Juran seems to 
recognize that as change is introduced and the status quo is disrupted, work 
performance becomes erratic during the adjustment period. After workers become 
adjusted to the change, performance should improve in terms of the reduction in the 
number of errors and the degree to which performance fluctuates (Juran, 1980 and 
1988; Logothetis, 1992). In conclusion, Juran's contribution focuses mainly on the 
use of statistical and quality circles involving employees for a general quality 
management (Koch, 1992; Abdelhak, 2001; Slovensky, 2001). 
For Crosby, quality is complete conformance to standards (zero defects), a much more 
rigid definition of quality performance and excellence than employed by either 
Deming or Juran (Crosby, 1979; Logothetis, 1992). Even a 99.9% efficiency level 
would be unacceptable. This definition may be especially* applicable in health care, 
where errors are likely to lead to irreversible consequences (e. g. death). 
In contrast to Deming, Crosby (1979) is a strong advocate of goal setting, merit pay, 
recognition of `champions' or `stars', and exhortation of employees through slogans 
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and competitions. Quality is implemented through the development of educational 
programs, mass media and the promotions of human relations and management's total 
and visible commitment to quality. Although Deming and Juran both advocate team 
building and group process, Crosby strongly focuses on the value of team decision- 
making as the primary method of worker empowerment. 
Ishikawa believed that information about processes and output was a crucial precursor 
to improving quality and is credited with the maxim that the bedrock of quality is 
education (Peters, 1986). Ishikawa's contributions to quality control and quality 
management have been recognized through prestigious awards in both Japan and 
United States, notably the Deming prize, the Second Order of the Treasure, The Grant 
Award and the Shewhart Medal. Another point worth mentioning is that quality 
assurance should be based on a sound system design, followed by continuing 
performance evaluation leading to appropriate educational- motivational activities and 
to readjustment in system design (WHO 1994). 
Related to the issue of sustainability, and important in the quality assurance process is 
the commitment, is the honesty and the competence of the staff. These are all central 
to the process and come through the complete involvement of every member of staff 
in the entire process of the quality assurance, and by gaining the complete confidence 
of the staff in the process. This is not easy and many approaches have been suggested 
which emphasize the fact that the quality and the effectiveness of all the human 
endeavour depend on the commitment and involvement of every staff member, 
especially the lower level front-line providers of all aspects of the organization's 
product (DeFriese, 1992; Gould, 1992; Ellis, 1993; WHO, 1994; De-Geyndt, 1995). 
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All the literature states that process is the cornerstone of good quality system. The 
only party who can translate the importance of process into work is HSMM. 
Consequently, the role of HSMM towards the implementation of quality services is 
crucial. Their knowledge about quality, their attitude towards the implementation of 
the concepts of quality and how much of it they really practice is of vital importance. 
Self-administered questionnaires were distributed to them, to elicit information on 
certain characteristics. Their knowledge of the definition of quality, basic information 
about quality aspects, the important factors in implementing quality programs, the 
causes of the failure of quality programs and the ranking of some of the important 
aspects of implementing quality program. 
In the present study there was almost the same number of participants of senior and 
middle managers. Their responses on the variables of the questionnaire were 
classified according to managerial level, as well as the training courses on quality 
attended. The statistical analysis revealed that there were no significant differences in 
their responses based on the managerial level but there were numerous significant 
differences among some of the variables according to the training in quality they had 
received. Trained HSMM demonstrated better response with regards to the variables 
of the general information about quality, the important factors in implementing 
quality programmes, the causes of quality programme failure and the ranking of 
priorities of the implementation of quality programmes. 
6.1.3.1 HSMM definition of quality 
There are many definitions of quality such as those proposed by Roemer (1988) 
stating that-it is the degree to which the resources of health care services provided in 
health care correspond to specific standards. While evaluating Donabedian's (1980) 
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definition of quality, Linsk (1990) put in three limitations: lack of consideration for 
other clients in health care, the static approach to quality and the tendency to focus on 
physicians as well as on certain aspects of physician's performance (Linsk, 1990). 
However, Maxwell's definition was adopted for this study because of 
comprehensiveness and the ease with which it allows the knowledge of HSMM to be 
assessed. The six dimensions of quality health care raised by Maxwell (1984) were at 
the top of the general concepts of quality used to assess the knowledge of HSMM. A 
"strongly agree" respgnse by HSMM on these six dimensions was considered a 
complete definition; anything else was considered incomplete. These six dimensions 
were access, equity, relevant to need, social acceptance, efficiency and effectiveness. 
There was no significant difference in the responses of HSMM on the definition based 
on the managerial level or on the training courses attended. In other words, all of the 
HSMM in this study correctly defined quality as stated by Maxwell. This may explain 
the cause behind the limited support HSMM provided to the action research because 
quality is something to practice not merely theories. 
6.1.3.2. HSMM's knowledge, importance and priority of quality program 
HSMM's knowledge, importance and priority of quality programs were 
investigated through four different groups of variables in the questionnaire. The 
responses of HSMM were statistically tested against their managerial level, senior 
and middle management. The same statistical tests were done with reference to the 
training courses on quality attended bylthe HSMM. 
The first test revealed no significant differences between senior and middle 
managers with regard to the four groups of variables: 
" General information about quality. 
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" The important factors in implementing quality programs. 
" The causes of quality program failure. 
" Ranking of priorities regarding the implementation of quality programs. 
However, there were significant differences with regard to the training courses 
attended by the HSMM as stated in the results chapter. The consequences of this 
difference were reflected by certain variables in the responses of HSMM to the 
general concepts of quality. The variables listed below demonstrated the 
differences between the trained and untrained HSMM: 
" Giving the -staff the opportunity to participate in the preparation of quality 
programs (QP) from the initial stages as emphasized by Angie (2000). 
" Moving quality programs from inspection-based management to process 
improvement as confirmed by Goleman (2001). 
" The knowledge of how to implement QP. 
" The importance of QP for the survival of the hospital as discussed by Narine 
(2003). 
HSMM's perception of the important factors involved in implementing quality 
programs is determined by their training background. Trained HSMM differed 
significantly from the untrained in their support of the zero defect principle, assessing 
quality through the evaluation of mistakes and measuring quality through compliance 
with patient's requirements. From this point of view, Larson (2004) demonstrated that 
any unit in the hospital could be effective provided it functioned as a single entity to 
provide the quality of service which met the patient's needs. Jermyn (2000) was very 
conservative in dealing with the pressure of evaluating mistakes. He claimed it could 
create dishonesty and result in an environment in which mistakes are covered up 
rather than admitted, and opportunities for improvement missed. 
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Trained HSMM attributed the failure of QP more significantly to the shortage of time 
allocated for the implementation. This factor was also raised by Yasin (1999). They 
also gave more significant priority to meeting patients' needs (Goleman, 2001). 
Ensuring availability of information on quality was also one of the main issues 
according to Waldman (2003). Mintzbergs (1975) and Narine (2003) considered staff 
commitment to the mission of the hospital as an essential factor for QP. For Goleman 
(2001) and Sylvia Vriesendrop and Riitta-Liisa (1999), reinforcing technical staff's 
managerial skills is considered one of the most vital factors for the success of QP. 
Goleman (2001) concluded that getting patients' views about the health care provided 
was the most essential. The empowerment of staff was posited by Aitken (1999) as 
among the most important factor necessary for the improvement of the quality of 
health care. The importance of the staffs views on their job satisfaction was also 
emphasized by Goleman (2001) and Aitken (1999). The above discussed literature 
supports the findings of this study. 
6.2 THE ACTION RESEARCH 
This research was conducted alongside the descriptive study to discover how much of 
what they advocated in terms of quality program implementation the senior and 
middle managers practiced. In general, HSMM had the amount of knowledge 
necessary for the start of a good quality program. The most serious problem is the line 
of demarcation between a successful quality program and unsuccessful one. The 
provision of enough resources, and participation in the activities of quality in the 
hospital would help bring _about 
-a solution rather create problems. These values 
distinguish between . supportive senior and middle managers 
in one hospital from 
another hospital which only pays lip service to quality. 
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The plan of the action research was built on the selection of a service in the hospital 
which could very clearly reflect HSMM support for QP. Choosing the indicator 
service was based on its strong effect on the success of QP. In every part of the globe, 
nursing is a major determinant of the quality of health care (Al-Kandari, 1998). 
Patient satisfaction was the indicator of quality service in the selected wards. Patient 
satisfaction is closely linked to the quality of nursing care because, as Mahon (1996) 
stated, most of health care is nursing care. Since there are no statistical differences 
between the patients in the- surgical and medical wards in their perception of the 
quality of nursing care (Al-Kandary, 1998; Hallstrom, 2001), the patients of those 
wards were the participants in the action research. The overall objective of the action 
research decided in collaboration with the nurses of the two hospitals, was to achieve 
the maximum patient satisfaction possible by the end of the three months of the action 
research period. The activities of the action research" started with an interventional 
aspect in the form of educational workshop on four subjects. The subjects were 
chosen to improve the critical thinking in looking for creative solutions to patient 
dissatisfaction (Bellman, 1996). Eight main domains (Johansson, 2002) were included 
in both patient questionnaires which were completed by the social workers and the 
head nurses in their biweekly reports. The head nurses were asked to utilize the 
information and 'skills discussed in the workshop to monitor patient satisfaction 
through the set domains and complete the report using spaces provided. They dealt 
with the obstacles preventing them from satisfying the patients, the corrective action 
taken to solve those problems and their level of satisfaction at the end of the two 
weeks, the time allocated for each period of the action research. This process reflected 
the planning, action taken and the observation which formed the stages of the action 
research as indicated by Paul (2000). The last stage was the reflection of the statistical 
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results of patient questionnaire and the nurses' biweekly reports which were discussed 
with the group at the subsequent meeting. These activities continued for three months 
with the collection of data every two weeks, before a follow-up meeting to discuss the 
opportunities for improvements. The end result of the action research was reflected in 
the patient views. 
Previous experience 
Although the prime objective of a patient in coming into hospital is to get relief from 
a disease, the facilities provided play a considerable role in a patient's previous 
experience of the hospital. Nevertheless, hospitals in general, are not favourite places. 
Shattell (2005) indicated that the experience of patients of a hospital was that it was a 
place they did not want to go to, where they did not want to be, and were always glad 
to leave as quickly as possible. MOH hospitals view amenities as a luxury which can 
be done without. In the private sector where competition for patients is keen, 
amenities are important. Nevertheless, building a good lasting image takes time. 
However, the improvement of patient satisfaction during the six periods by the action 
research could have contributed to the significant difference between the two 
hospitals when the sixth period was compared with the first. 
Expectation 
The majority of the patients of both hospitals had health care from the same source 
during the survey. This means that they were accustomed to a certain level of service 
with which they were satisfied. Kralik (1997) discussed the view that patients had 
certain ideas on how nurses should act. Therefore, nurses could have a positive or a 
negative impact on patients, and how they were perceived by the patients could reflect 
on the outcome of the nursing care. Thus, there was- noý significant difference on 
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patients' level of satisfaction regarding their expectations in the first period. There was 
a significant difference in the sixth period of the research. This difference could again 
be attributed partly to the image built during the period of the action research. 
Physical environment 
The four components of the physical environment form an area for possible 
improvement and competition among the private hospitals but not in the MOH 
hospitals. There is no urgent interest in improving the physical environment of the 
hospital because of the fact that limited resources are not utilized judiciously for the 
benefit of the patients. This had a negative reflection on patient satisfaction on two of 
the physical environment variables during the first period. Good ventilation and a 
quiet environment are very important physical features especially in a country with 
very high summer temperatures. The last period of the action research revealed a 
bigger significant difference among the four physical environment variables. Fouler, 
(2000) stated that the healthcare industry has recognized that the physical 
environment is a valuable resource that can and does affect all of its customers. 
Communication and information 
There was no significant difference between the two hospitals in the first two 
variables of communication. In the first period, there was no difference between the 
two hospitals in the first variable which dealt with the ward and the treatment plan. 
The nurses in both hospitals talked about their difficulties in communicating with the 
patients. Most of the nurses were non-Arabic speaking, so there was a serious 
language barrier in communicating with the patients. The nurses of the private 
hospital gave this problem as -much attention' as they could. They sought help from 
Arabic speaking staff members including social workers. They even tried hard to 
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solve their problems of communication with those patients who spoke neither Arabic 
nor English. They had a register of all the staff working in the hospital and the 
languages they spoke. They found that the hospital staff comprised 15 different 
nationalities with different languages. Arrangements were made to solicit help from 
those staff members whenever necessary. These innovative solutions made the 
differences more significant in the last period of the study. Pontin (1996) advocated 
that by facilitating communication between nurses and patients, the nurses' role is 
enhanced. 
Participation and involvement 
There was no significant difference in the two variables of this domain. Nurses 
usually decide for the patient; rarely are patients asked to participate in the planning 
of the management of their conditions or treatments. This situation was prevalent in 
both hospitals. The nurses of the private hospital realised this and in second period, 
started changing their practice until there was very high significant difference 
between them and the MOH hospital. 
Interpersonal relationship 
During the first period there was a significant difference between the nurses of the 
two hospitals regarding their response to the call for change. Thus, with three of the 
four variables of this domain, there were no differences between the two hospitals. 
The attentiveness, patience and the responsiveness to the patients' requests were 
similar in the two hospitals during the first period. The nurses of the private hospital 
were significantly more attentive during the last period than MOH nurses. This 
change in their attitude indicates their readiness to do whatever was necessary for the 
benefit of their patients and their hospital. Shattell (2005) concluded that patients 
164 
determine the quality of their care by their relationships with nurses. However, for 
Oermann (1999) interpersonal relationships of physicians, nurses, and other care 
providers with patients and families are also important factors that determine the 
quality of care. 
Medical and technical competency 
Medical care which was reflected by the physicians' attitude towards the patients was 
scored very high in the two hospitals during the first and the last periods. This was to 
be expected since the principal objective of any hospital is the medical care. The 
nursing care showed a difference between the two hospitals. The private hospital was 
significantly better than the MOH hospital. Since nursing services are more skill- 
based, Meretoja (2003) concluded that the competence of nurses could be measured 
by their performance. The variation between the two hospitals could be explained in 
terms of the nursing competency. 
Overall satisfaction 
Though patients might not be happy with some of the variables, their overall 
satisfaction is usually good if their condition improved. This was the case with most 
of the patients. It was unusual to have a patient respond `neutral', `do not agree' or 
even `strongly disagree' to some of the variables and yet indicate an overall 
satisfaction of `satisfied' or even `very satisfied'. This could be the explanation for 
almost all similar overall satisfaction levels despite the significant differences in many 
variables between the two hospitals. The same conclusion was drawn by McColl 
(1996) who stated that overall satisfaction with nursing services was higher than 
specific satisfaction with certain variables. 
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The results of the patient satisfaction discussed earlier show that MOH failed to 
achieve a high level of patient satisfaction, since the results fluctuated within the same 
range throughout the study period. There was, however, very remarkable progress in 
the level of patient satisfaction in the private hospital. There was a vast difference 
between the two even though the two groups of nurses had the same characteristics 
and information. Moreover, the patients themselves had almost the same demographic 
characteristics. The only factor measured in the present study that could account for 
this difference is the support of the top management. 
Therefore, the results of the action research of this study could be considered as 
evidence that the quality program in the hospital cannot succeed without total support 
of its top management. 
6.3 SUMMARY 
Obviously, the commitment of the top management is crucial to the implementation 
of a quality program (Lammers, 1996). This study could have gone further to 
investigate the extent of commitment needed for a successful quality program. It, 
however, revealed that a_ majority of senior and middle managers had enough 
knowledge to start very promising quality programs, but the strong positive attitude to 
quality was largely absent. This ultimately affected the genuine practice of quality 
programs. Senior and middle managers need to demonstrate their commitment to 
quality not simply verbally but by their active resolve to support 
it (Aitken, 1999). 
Attending training courses in quality subjects made a significant difference to the 
general information, factors that enhance quality_ programs, causes of the 
failure of 
quality program and the ranking of HSMM towards quality programs. 
A classification 
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of all the significant variables according to their relation with the patient, to quality 
programs and to the staff showed clearly that most of these variables were related to 
the attitude. This may explain the similarity of the HSMM at their senior and middle 
managerial levels. However, the differences arising out of their training need to be 
explored. 
This gap between verbal support and real active support was investigated and well 
documented in the action research. It showed the difference between the real 
supportive top management and the unsupportive management. The results of this 
action research may be utilized as a means of implementing a very successful quality 
program. The sequence of activities of the action research of this study could be used 
as a model for improving any service of the hospital. 
Though the two hospitals had similar inputs in terms of patients and nurses, the output 
was markedly different. The researcher concludes that the process should be carefully 
examined. The greatest influence on the functions of the action research was probably 
the support of the top and senior management support. What the researcher observed 
in the course of the action research gave an indication of the final outcome and the 
differences that emerged. The results of patient satisfaction show that both hospitals 
had the potential to achieve the same results, provided, their top and senior managers 
were equally committed towards the implementation of quality programs. 
6.4 Limitations of the present study 
There are some limitations to the present study: 
"A limited number of hospital was included in the study, due to time and 
resource constraints and generalizabilty beyond the study is limited. 
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" The views of staff usually affected by the quality programmes of the hospital, 
would have been valuable if included. 
" Involving the researcher in visiting all of the hospitals included, to complete 
the check list was time consuming and may have affected the reliability of 
data. 
To some extent these limitations could be overcome by: 
" Increasing the number of hospitals involved in the action research which 
would give more detailed information about different hospitals with regards 
to the issues addressed in this study. 
" More clinical specialties could be included to give a more complete picture of 
HSMM across the hospital setting. 
" The results of the action research would be better if more time was allocated 
to it. 
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CHAPTER SEVEN 
CONCLUSION & RECOMMENDATIONS 
In the previous chapter, the theoretical concepts of quality and the results of this study 
were linked to the discussion of the data of the study. This chapter draws conclusions 
from the study and provides some recommendations. 
This study set out to answer the following questions: 
Q. ý. 
Q. 2. 
Q. 3. 
How correctly do HSMM define and perceive quality health care? 
In the actual practice of HSMM, what level of importance and priority do they 
give to the provision of quality health care? 
What measures are HSMM currently undertaking to ensure and enhance the 
provision of quality health care in their hospital? 
Q. 4. How supportive will they actually be to small action quality research to be 
implemented in their hospital? 
The first question was answered through the HSMM questionnaire. Their definition of 
quality as well as their perception of it was demonstrated by their views towards the 
variables of the questionnaire. 
The second question was investigated through the effect of training on the views of 
HSMM towards the four groups of variables included in the questionnaire. 
The third question was answered by the data gathered through the checklist about the 
hospitals included in the study. The general information about the hospitals, the 
information about the quality program, the information about the person in-charge of 
quality program and the information. about the outcomes of the health care in the 
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hospital the analysis of all of these aspects gave good indications about the measures 
which HSMM currently undertake to ensure and enhance the provision of quality 
health care in their hospital. 
The fourth question was answered by implementing an action research in two 
hospitals to compare the extent of HSMM support for it. 
The answers to the research questions were analyzed to highlight the specific role of 
HSMM in implementing an effective quality program. The health care managers in 
the Saudi hospitals indicated that they were not satisfied with their hospitals' overall 
quality improvement initiatives (Saeed, 1999). The present study noted the issues 
behind the failure of quality program from the point of view of the HSMM. 
7.1 CONCLUSIONS 
This study could be considered a serious attempt to investigate the obstacles that lie in 
the way of adopting and implementing quality programs in hospitals. It traced the 
underlying causes for the failure of quality programs. In order to do so, two 
approaches were adopted. The main approach was top-down approach. The 
investigation through this approach started with HSMM downwards to the different 
departments of the hospital. The other approach was the action research which was a 
bottom-up approach. This approach started with the nurses as a first point of contact 
through the patient to the middle and senior management. The results of this study 
revealed very important hidden factor in the way of starting quality program in the 
hospital. As long these important issues remain, hospitals will continue to waste their 
resources when they try to start an effective quality program. It has been well 
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documented that HSMM should be really supportive for quality activities in their 
hospitals not just by paying lip-service to it. 
The results of this research agreed with the concept that the top leadership is often a 
critical determinant of successful QI implementation (Deming, 1986; Ishikawa 1985; 
Juran, 1988,1989). Only senior leadership, it is argued, can establish quality as top 
priority creating a corporate culture for quality, mobilizing the financial and human 
resources necessary to support organizational learning. The importance of high-level 
leadership may be especially critical in cultivating clinical involvement in CQUTQM. 
In order to give a complete picture of the knowledge, practice and attitude of the 
HSMM towards quality programs, it is necessary to shed some light on the input, 
output and the process of the studied hospitals. The role of the HSMM in their 
hospitals depends to a great extent on the resources allocated. Evidently, the output of 
the health care rendered in the hospital reflects the way the staff, headed by the 
HSMM functions. The following are the conclusions drawn from the results and the 
discussion in the previous chapters 
7.1.1 Input 
The hospitals included in the descriptive study and the action research have adequate 
inputs related to quality programs. They have well-established quality departments, 
qualified staff and quality plans. 
The first hospital quality assurance programme in Saudi Arabia was established at 
Aramco hospital in 1982 (Soltis, 1988). Dixon (1982) identified several factors that 
she thought affected the provision of quality medical and health care in Saudi Arabian 
hospitals. These were the pace of construction and of opening of-new hospitals, the 
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staffing of hospitals by personnel trained in several different countries, the lack of 
long-term comprehensive medical care for most Saudi patients and the difficulty in 
securing and maintaining adequate hospital supplies and equipment. Whereas the 
factors mentioned are still of importance, what is more important is the lack of what 
De Geyndt (1995) called the "quality culture" which actually hinders the 
establishment of successful quality assurance programmes in the country. This is as 
true for primary health care as it is for hospitals (Dixon, 1982). 
Another recent study in relation to the implementation of total quality management in 
the Saudi Arabia health care system was done by Algaman (1999), who reported that 
health sectors were mostly run by western companies who were able to import the 
latest technical equipment and health facilities because of the Kingdom's wealth. 
These companies usually brought with them their own procedures and practices 
including the TQM concept. However, the adoption of TQM was not as expected, for 
though the bureaucrats installed the concept of TQM, the personnel were unable to 
operate the system (Algaman, 1999). The present study proved Algaman's point 
(1999), for the HSMM included in this study had a high level of knowledge about 
quality concepts. Nevertheless, there were significant differences in terms of many 
practical concepts because of their background training. This could explain the failure 
of some of the quality programs. 
7.1.2 Process 
The present study concludes that HSMM need more practical skills to deal with their 
staff. Duncan emphasized, (1987) that the best manager is not always the person with 
the most knowledge of management, but the person who understands people, who can 
adapt to changing situations, and who has high character and has a sense of fair play. 
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Juran's emphasis on planning, control, and improvement suggests that both process 
and outcome measures must be continually monitored. Unlike Deming, Juran believes 
strongly in evaluating worker productivity through continuous performance appraisal. 
When performance falls short of goal expectations, corrective action should be 
initiated. Corrective action, according to Juran, may be in the form of either incentives 
or corrective action to ensure excellence and quality performance. Juran's quality 
management program includes provisions for merit pay and individual monitoring 
(Juran, 1988; Logothetip, 1992). 
The concept of the corrective action was observed in the action research at the initial 
stages. The workshop of the action research included a problem-solving session which 
oriented the participants to the analysis of problems and the design of suitable 
corrective measures. The nurses of the private hospital followed up with the 
techniques discussed in the workshop of the action research and were able to 
overcome most of the obstacles militating against patient satisfaction by formulating 
good corrective actions. 
Thus, the training of staff in different aspects of quality becomes an essential 
component of the quality process. Vouri (1992) suggested that more comprehensive 
training sessions should be conducted to explore the concepts, importance and 
techniques of quality assurance. It was further suggested that there should be more 
studies to consider the position of the administration, nursing staff and other hospital 
personnel. 
This study raises the issue of staff training that includes HSMM as suggested by Al 
Qatari, (1997) in his evaluation of the, quality of primary health care in Qatif, Eastern 
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Saudi Arabia. He discussed certain problems such as inadequate training of staff on 
quality assurance, and implementation of quality assurance policies. He recommended 
the incorporation of a patient satisfaction survey to make it more effective to create 
the necessary quality culture that will make the quality of health a serious issue. Al 
Qatari (1997) also recommended staff training, communication between the health 
care providers and the adoption of a better approach to the development of quality 
assurance within the total quality management concept. He also found that there were 
certain lacunae, such 4s the importance of structure and the utilization patterns of 
quality care. He posits that in order to continuously monitor quality, there should be 
more surveys in the quality program. Finally, he states that more qualitative studies 
should be conducted to expatiate on the causes of low satisfaction or dissatisfaction of 
various aspects of health quality management (Al Qatari, 1997). 
Quality assurance is a relatively new area in Saudi Arabia. Most of the effort has been 
focused on technical skills. No comprehensive quality assurance programme, 
incorporating technical skills, interpersonal care and patient satisfaction is known to 
exist. Nevertheless, there are many positive signs to the sporadic quality assurance 
experiences in the country. There is a tendency to stress ritualizing the processes of 
quality assurance in the routines of the concerned department. This is evident to some 
extent in the Saudi primary health care quality assurance project (Al-Mazrou, 1994; 
DeFriese, 1992). 
In surr the purpose of quality management in health care is to establish a system that 
measures and manages patient care in the way that provides the best care for all 
patients. It identifies opportunities for improvement as well as problems that require 
resolution. Moreover, it fulfils a social commitment of the health professiori to the 
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public. However, problems would undoubtedly arise as we find with immature 
management. 
All quality approaches require systematically planned managerial work, attention to a 
process, mastery of new knowledge and skills for innovative improvement, work with 
people and time, as emphasized by Longo (1994) and Oakland (1998). Respect to the 
"soft" part of the quality models, such as culture, communication, and commitment 
are inevitable. Thus, education and training for quality should be ultimately addressed 
(Berwick, 1989). 
The process which is centered around the activities of HSMM in this study needs a lot 
of attention from the planners and decision makers to ensure that effective quality 
programs are implemented. The HSMM were knowledgeable about quality concepts 
but they were poor in the practical issues related to process and how to implement the 
programs. 
7.1.3 Output 
Most of the hospitals included in this study were aware of the importance of setting 
standards to evaluate their services. Half of them had national and international 
standards and evaluated the overall services of the hospital by these standards. A very 
high percentage of them saw the importance of patient satisfaction, so they monitored 
it and were able to achieve high levels of satisfaction. However, not the same level of 
attention was paid to staff satisfaction, which is the key to patient satisfaction. This 
shows the narrow view of the top management of the hospital. 
Deming's quality chain reaction suggests that in the health care industry, if TQM. is 
. successfully 
adhered to, TQM will not only reduce cost and administrative functions, 
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but will also prevent costly and mistakes, that cost much loss of life and law suits. 
Hamilton (1982) reported that 90% of the drugs prescribed, result in serious risks 
involving unnecessary surgery, loss of life and waste of billions of dollars each year. 
The present study has revealed significant differences among the HSMM with regards 
to advocating zero defect principle, evaluation quality through the evaluation of 
mistakes and measurement of quality through its compliance to patient's requirements. 
The high percentage of general patient satisfaction claimed by the hospitals as 
documented during the action research could be attributed to the conclusion drawn by 
Dossary, (1991). He described for the first time the framework of the Saudi health 
sector, including the roles of health service providers, other than the Ministry of 
Health (MOH). This had been comprehensively documented along with contributions 
of rising living standards and their effect on the Saudi health system. He concluded 
that economic growth, rather than the expansion of the health services, was the 
principal explanation of better standards of health in Saudi Arabia (Dossary, 1991). 
Other than clinical competence which was observed during the action research, 
communication, ventilation, quietness, cleanliness and other amenities reflected the 
low percentage of satisfaction at the beginning of the action research. These services 
improved during the subsequent periods of the action research through the 
collaboration between the researcher and the nurses. 
The above conclusion agreed with a recent study of patients' expectation and 
satisfaction in a teaching hospital emergency department at King Fahd Hospital, 
Alkhobar, Saudi Arabia, carried out by Al-Almaie, (1998) which revealed reasonable 
rates of patient satisfaction with- emergency-care. It also showed the-need to improve 
-. certain-areas in the light of patients' expectations and satisfaction, 
including the 
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communication skills of emergency department's health team and the judecious use of 
the manpower, as well as an effective triage and the use of nurse practitioners in the 
emergency department (Al-Almaie, 1998). 
7.2 RECOMMENDATIONS 
Quality programs should be comprehensive to achieve its goals. The 
recommendations of this study will cover the three aspects of the quality system. The 
input, process and the optput. 
7.2.1 Input 
The hospitals included in the descriptive study and the action research have adequate 
inputs for quality programs. They have well-established quality departments and 
qualified staff as well as quality plans. However, Saudi nationals in charge of quality 
departments are very few. Priority should be given by the decision makers to the 
training of Saudis in quality management. 
The number of nurses in private hospitals is very low. This should be increased 
because they implement quality programs relating to health care in their field. 
Moreover, they have the attitude to solve the problems of communication that many 
patients complain of. 
Although quality program started in Aramco hospital in 1982, the national attention to 
health quality program began only few years ago. Evidence has shown the negative 
effects of the lack of coordination among the many health care providers in the 
country. There is a need for the institution of a single controlling body to oversee all 
quality control programs in the country. 
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Although the MOH started a directorate for quality management to arrange for quality 
activities, not much attention and support has been given to it by the decision makers. 
The MOH should plan to instill quality in all of the MOH projects from the initial 
stages rather than tailor quality programs to suit those in authority. 
Since the medical competence of the MOH hospitals is comparable to that of the 
private sector, attention should be given to the provision of thees amenities which 
though inexpensive can enhance patient satisfaction. 
The directorate of-quality management in the MOH in collaboration and with the 
concerned authorities in the other ministries, should utilize the facilities provided by 
the contractors (usually western companies) for some Saudi hospitals, to provide the 
HSMM with practical skills in health quality management. 
Although there are quality programs in most hospitals, the persons in charge of 
quality department are not empowered to invest enough time in quality plans in the 
hospital. To promote continuity and produce good results of quality plans, the person 
in-charge of quality in the hospital should remain in that position for a minimum 
period of five years. This person should not be given any other responsibility in 
addition to quality management. 
The action research approach demonstrated very clearly that it is one of the best 
means of introducing change to improve the quality of health care services. This study 
recommends that the action research approach is to be implemented, in various health 
care services to improve the quality of health care with minimum resistance from 
staff. 
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Workshops, symposia, training and different educational aids should be emphasized 
to prepare the work environment and make it receptive to creative change and the 
practice of the HSMM in order to improve quality of health care. 
7.2.2 Process 
The recommendations on the process form the core of this study because they 
constitute pivotal aspect of the HSMM performance, which is the subject of this 
study. In this part, they will cover the culture of quality in the hospital and matters 
relating to staff. 
7.2.2.1 The culture of quality 
The HSMM should be trained to acquire practical skills in how to deal with their 
work environment in order to facilitate quality culture. Each skill mentioned below 
should be addressed in a workshop session to ensure HSMM familarity and abiilty to 
practice it effectively: 
" Change of quality programs from inspection-based management to process 
improvement. 
The knowledge of how to implement quality programs. 
The importance of quality programs on the survival of the hospital. 
The difficulty of implementing quality program. 
An appreciation of the continuous nature of quality programs. 
" Advocating the zero defect principle 
Evaluation of quality by assessing mistakes. 
" Evaluating the fulfilment of patients. requirements as a. means of measuring 
quality. 
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" Allocating enough time for implementation. 
" Meeting patients' needs. 
" Ensuring availability of information on quality. 
" Getting patients' views about the health care provided. 
7.2.2.2 The staff 
Since health services are manpower intensive, staff 
. 
should receive the maximum 
attention in order to provide quality service. The responsibility lies with the HSMM to 
take care of their staff. The following are the most important factors affecting staff in 
the implementation of quality programs.: 
" Giving staff opportunity to participate in preparation of quality. 
" Ignorance of good results. 
" Ensure staff commitment to the mission of the hospital. 
" Reinforcing technical staffs managerial skills. 
" Giving staff the power to improve health care quality. 
" Eliciting staffs views about their job satisfaction. 
Providing staff autonomy. 
7.2.3 Output 
Although most hospitals monitor their services through different types of standards, a 
national comprehensive standard is recommended. Such a standard should incorporate 
technical skills, interpersonal relations and patient and staff satisfaction. This study 
indicated very clearly that although technical competence in the two hospitals 
included in the action research were almost the same, patient satisfaction varied very 
much in the area of amenities and interpersonal relationship. The MOH has the 
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capacity to deal better with the issues of the interpersonal relationship and amenities 
than the private hospital provided the hospitals are managed by committed HSMM. 
Although there was ample patient and staff satisfaction in all of the hospitals, the 
results indicated that monitoring was inconsistent. Proper measures should be taken 
using technical means to give clear indicators of the level of the services rendered to 
avoid misinterpretation and arrive at the appropriate decisions. 
More attention should be paid to staff satisfaction because they form the driving force 
in achieving high quality standards. Their reluctance in providing quality services 
should be studied and proper constructive decisions taken. 
Mistakes in the health care system are unacceptable regardless of the source because 
ultimately, it is the patient who suffers. This means that in order to save lives, reduce 
operating costs and improving health care quality, hospitals should operate well- 
organized quality programs initiated by committed HSSM. 
73 CONTRIBUTION OF THE STUDY 
The present study is in accord with the idea that HSMM is often a critical determinant 
of successful quality programme implementation. The study has demonstrated that 
knowledge of HSMM about quality concepts alone is not enough to implement 
successful quality programmes. Determination coupled with good practice is the key 
to the provision of quality health care. Limited training of HSMM on how to 
implement quality. initiatives makes it difficult to identify the causes of failure of 
quality programmes. The study took an unusual comprehensive approach by 
identifying the causes of the failure of quality- programmes and suggesting solutions. 
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7.3.1 Analysis of quality programmes failure 
The following could be the causes of the failure of quality programmes: 
1. Factors relating to the development of the culture of quality in the hospital. 
The HSMM have the power to introduce or initiate new policy changes in the 
system of the work in order to curb these adverse causes so that successful 
quality programs could be developed. Educational material could be generated 
and programs organized to support the initiatives. 
" Redirection of quality programs from inspection-based management to 
process improvement. 
" Acquiring knowledge on how to implement quality programs. 
" Emphasizing the importance of quality programs for the survival of the 
hospital. 
" The difficulty of implementing quality programs. 
" Appreciating the continuous nature of quality programs. 
" Advocating zero defect principle 
" Evaluation of quality through the assessment of mistakes. 
" Measuring quality through the fulfilment of patients' requirements. 
" Allocating enough time for implementation. 
" Meeting patients' needs. 
" Ensuring availability of information on quality. 
Getting patients' views about the health care provided. 
2. Factors relating to staff. The failure of quality programmes is the result of the 
HSMM lack of proper attention to staff satisfaction. The causes related to staff 
are: 
" Giving the staff opportunity to participate in preparation of quality. 
" Ignorance of good results. 
" Ensuring staff commitment to the mission of the hospital. 
" Reinforcing technical staffs managerial skills. 
" Giving staff the power to improve health care quality. 
" Getting staffs views on their job satisfaction. 
" Providing staff autonomy. 
7.3.2 Solution 
The present study presented an example of a solution which can be easily 
implemented to help solve the complicated issues relating to staff. The action research 
was a very effective tool in changing staff behavior and achieving the intended goal 
within a short period. The action research must be well-planned and be given enough 
support by the HSMM to achieve its goals. Assigning the researcher and practitioners, 
choosing the educational aids, setting the reporting system, discussing the 
development and the achievements at intervals with the practitioners, are all necessary 
for the success of the action research. Suffice it to say, any staff related factors could 
be studied through an action research to make the staff conscious of their importance 
to the HSMM. This approach will elucidate facts that will otherwise be obscure for 
HSMM. Finally, besides its scientific achievement, the action research approach adds 
very important practical dimensions to the study by improving staff behaviour and 
achieving the desired goals. 
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7.4 FURTHER RESEARCH 
1. Repeating the same study in other regions of Saudi Arabia will give a clear 
picture of the requirements for quality programmes and the establishment 
of national health quality strategic plan. 
2. The reasons for the absence of Saudis specialized in health quality 
management. 
3. The effect of staff distribution on the provision of quality health care. 
4. The effect of amenities in the hospital and the interpersonal relationship 
among health care providers on patient and staff satisfaction. 
5. The use of the action research approach to improve the quality of care in 
the different services provided by the hospital. 
6. Problems that trainees in health quality programmes face as they 
implement new concepts. 
7. The reasons for the lack of commitment to quality concepts by HSMM. 
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APPENDIX TWO 
Knowledge, Attitude and Practice of 
Hospital Senior and Middle Management in 
Eastern Saudi Arabia Towards Health Care 
Quality Programmes. 
Introduction: 
This survey has been prepared by Mr. Mohammed Ali AL-Ghamdi, Director 
of the Quality Assurance Department in the Directorate of Health Affairs of 
the Eastern Province. The purpose of this survey is to gather information for a 
doctoral (Ph. D. ) study in the University of Hull, U. K. The objective of the 
study is to explore the perception of senior and middle managers in selected 
hospitals in the Eastern Province of Saudi Arabia relating to their views of the 
importance of quality health care, how they define quality, ways to assess it 
and seek its control. 
Notes : 
1. The final dissertation will not identify any hospital by name. All names 
will be coded for confidentiality. 
2. Your participation in filling up this questionnaire is considered an implicit 
agreement to include your views in the study sample of this research. 
3. If you have any questions or need any further information please 
contact me; 
Mr. Mohammed Ali AL-Ghamdi 
Quality Assurance. Department , Directorate 
of Health Affairs , Eastern Province. 
Tel. (8432222 ext (1110 - 1149). 
Fax (8290107) 
Mobile (0505859223) 
Thank you for your assistance. I hope the valid and reliable information 
that you will state, and the results of the study will be helpful to the decision 
makers in our country to improve health care quality programmes. 
If you are interested in the subject of the study write down your address. 
I will be glad to send you a copy of the abstract of the final dissertation 
Name andaddress(optionao 
Name :........................................................................ 
Address : ..................................................................... 
e-mail :........................................ .............................. 
Contact No. : Phone 
Fax 
Mobile 
........................ 
............................ 
:........................ 
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1. Biodata: i Name (optional): 
1.1 Name of the hospital: 
1.2 Job title: 
0 Hospital Manager 
Q Assistant Hospital Manager 
Q Quality Programme Manager 
0 Continuous Education Manager 
0 Public Relation Manager 
0 Medical Director 
Q Nursing Manager 
0 Administration and Finance Manager 
Q Support Services Manager 
Q Information System Manager 
1.3 Age: years 
1.4 Gender: 
Q Male 
Q Female 
1.5 Nationality: 
Q Saudi 
0 Non Saudi 
1.6 Specialty 
Q Medical 
0 Nursing 
0 Paramedical 
U Administration 
0 Others ( specify ---------------------- 
How many training courses, lectures, symposia or conferences on quality 
t have ou attend d ithi ? th l tf 1.7 y managemen e w ive years n e as 
Q None 
- Q 1-5 
Q More than five 
2. General concepts about quality: 
Indicate your views regarding te following concepts: 
Put a tick mark in front o each statement ofyour choice 
no. Concepts 
strongly agree neutral disagree strongly d agree isagree 
Accessibility to the place of the 
2.1 service is criteria for quality 
health care 
Relevence to the need of the 
2.2 patient is criteria of quality 
health care 
Fairness in providing the service 2.3 is criteria of quality health care . 
Efficiency in utilizing hospital 
2.4 resources is criteria of quality 
health care. 
Acceptability of services by the 
2.5 patient is criteria of quality 
health care. 
6 Satisfaction of the patients needs 2. is criteria of quality health care. 
Quality programmes (QP) can 
2.7 succeed if top management is 
commited 
All staff should participate in 
2.8 preparation of QP from the 
initial stages - 
QP move away from inspection- 
2.9 based management to process 
improvement 
QP can provide solutions to the 2.10 hospital problems 
QP emphasize patient-provider 2.11 
relationship 
2.12 QP are time consuming 
Most hospitals do not know how 2.13 
to implement P 
The hospital will-have to 2.14 implement QP to survive - 
2.15 QP are-not easy to implement 
2.16 QP are continuous processes 
213 
3 1- To what extent are the following factors important in implementing 
quality programmes? 
no. Concepts Very important important neutral 
Not 
important 
Not 
important 
at all 
3.1 Administrative support for QP 
Advocating a zero defect 3.2 
principle 
Evaluating quality through the 3 
evaluation of mistakes 
Considering satisfaction of 
3.4 health care providers in the 
hospital 
Measuring quality through its 
3.5 compliance with patients' 
requirements 
Implementing quality is 3.6 
everyone's responsibility 
Consideration for patient 3.7 
complaints 
Encouraging health care 
3.8 providers to discuss all 
problems facing quality 
Measuring the performance 
3.9 of the health care providers 
fairly 
Encouraging line management 
3.10 staff to solve problem facing 
quality 
Educating all staff with 3.11 
administrative concepts. 
Considering the benefit of the 
3.12 patient the core of managers' 
responsibility 
Other important factors (specify and indicate their degree of importance ) 
3.13 
3.14 
3.15 
214 
4- To what extent the failure of quality programmes attributed to the following 
reasons? 
no. Reasons 
strongly 
agree agree neutral 
disagree strongly disagree 
4.1 
Insufficient QP skills of 
healthcare providers 
4.2- 
Not enough time for 
implementation 
4.3 Poor planning 
4.4 Low priority 
4.5 Staffing shortages 
4.6 Lack of interest 
4.7 No process - owner involvement 
4.8 No top-management support 
4.9 Poor teamwork 
4.10 Insufficient funding 
4.11 Interpersonal conflicts 
4.12 Ignorance of good results 
4.13 Rapid personnel turnover 
4.14 
Contradiction of employees 
personality with philosophy of 
P 
4.15 
Non (or poor)-cooperation of key 
staff 
Other important (or significant) reasons ( specify-and indicate your views ) 
4.16 
4.17 : 
4.18 
215 
5- How do you rank the following factors in quality programme 
implementation in order of priority? i no. Factors High priority neutral Not 
priority 
Not 
priority y 
at all 
5.1 
Developing a "corporate culture"in 
the hospital 
5.2 Meeting patients' needs 
Involving all the hospital staff to 5.3 
achieve quality 
Ensuring availability of 5.4 information on quality 
5.5 Reinforcing the spirit of teamwork 
Having staff committed to a 5.6 
common purpose (mission) 
5.7 - Involving patients in their care 
5.8 Communicating well with staff 
5.9 Monitoring standards of care 
5.10 Evaluating staff performance 
Reinforcing technical staff s 5.11 
management skills 
Getting patients'views about the 5.12 health care provided 
Giving staff power to improve 5.13 health care quality 
Getting staffs views about their job 5.14 
satisfaction 
Developing Developing good leaders in the 
hospital 
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CONTINUE : How do you rank the following factors in quality programme 
implementation in order of priority? i no. Factors 
prHigh iority priority neutral 
priority Not 
priority 
at all 
Providing high quality (customer 
5.16 health care) on hospital arrival 
5.17 Training staff to improve quality 
Ensuring a good working 5.18 
environment for staff 
Developing a good image for the 5.19 hospital 
Ensuring good communication 
5.20 between health care providers and 
patients 
5.21 Providing staff autonomy 
5.22 Monitoring outcomes of care 
Ensure effective staff development 5.23 
programmes 
Other important (or significant) factors ( specify and indicate priorities) : 
5.24 
5.25 
5.26 
7Z4UJK you 
won yOLOýPnPQouý7Z4( 
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APPENDIX THREE 
(: iia 119: i9äAa11 ), ..... 1 iVd 
CHECK LIST (STRUCTURE AND OUTCOME) 
First: General information about the hospital s ', 'oll 04 dolt . 31o*1ao s 991 
1.1. Hospital Name: 
r, ",,, i_ I -I 
1.2. Owner of the Hospital: ;e +" 
(ºý, 
-y-ý ýý 
Q Ministry of Health ;,, ý, ºQ 
0 Ministry of Higher Education ýwº º., l, Jº , º; ý 0 
Q Saudi Aramco ;:, s. _tºº, i s,:. Q 
0 Private Hospital ý, º,: 0 
1.3. Location of the hospital (city): ; `,:. ýº ý°=º ;,,;, Aº -r-ý 
Q Dammam ýu. ýº 0 
Q Dhahran ;, º, 0 
Q Khobar ý, ý. º 0 
Q Al-Hassa ýýyº 0 
Q Hafr Al-Batin 
,; euº 0 
1.4. Total number of beds in the hospital: : ýa,:,;... oJU : ý. 15,1º ý,,,,.,, 1º : ý.. tº -f-ý 
Q 100- 200 beds ý,., .. -.. Q 
Q 201- 300 beds r. -Y. 10 
Q More than300beds x,., r .. `,. r`sf 0 
1.5-Average bed occupancy rate: : o,: yº Jam! ;... j J -o- 
075%-100% %o. `eY Q 
Q 50% - 74% %v t- 
%o 
. ,,. Q 
QLessthan50% %1.. -%vo,,. Q 
1.6. Medical management : : hiº ý}aº,:: fº ýý u-%-i 
Q Managed by the owner pQ 
Q Contract with ----------------------- -- --------------------------- ý.. Q 
1.7. Non=medical management: t 1º J, x.:. I f-!, yº 
Q Managed by the owner v; Q 
Q Contract with ------------------------- --------------------------- - __ Q 
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Second. Information about QP . : äý}all ýo, l. iý. a ýc . ýl0}1ýo s Ls3l''3 
? L&.:... 1º d eý l ºý1º,... 3 . trl, JA-1- Y 
2.1.1s there a quality department in the hospital? 
Q Yes Q 
QNo NO 
2.2. If there is a quality department when did V, I.,. Jº Jºl.. Jº ä; ls1 ý:. ºlS 1ý1 -Y-Y 
it start functioning? 
0 Within the last year ;, _; uº ;: w. iº Jx- 
0Q 
Q Within the last four years ,,.; uº ,:, º,;., ý, yº Jx- 0 
Q More than four years ago ;, yº ý,. ýºý., ý, º `,,. Q 
2.3. Who is responsible for the T L,, Szý º º; L, ý_Y 
department? 
Q Hospital Director [D 
Q Medical Director º Y-L1 Q 
Q Nursing Director 13 
0 If other specify --------------------- ------ _-- 0 
2.4. Is there a written plan to monitor? g oý ºui k$. afa;. 
0 Yes ý .; Q 
Q No . u. y. Y0 
2.5. Do the concerned employees implement A6. t-1 o. iA :.:.;, 0}: º tie, JA -o-Y 
this plan? 
Q Yes, the whole plan is implemented a. ºs ;;.: ý.; Q 
0 Implemented in the medical departments ;.. ýº Ct...; yº 
Q Implemented in the nursing departments . -ýº (Jc 0 i::; Q 
Q Implemented in the allied medical departments s. uuºtº tL.,; yº 0 1;:; Q 
Q Implemented in other departments (specify) L;, Lt <<..,; t ') aia Q 
-------------------------------------------- 
0 Not implemented 
---------------------------- 
,;,;:; yQ 
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2.6. Which department(s) provide 
training for its staff on quality 
monitoring programmes? 
Q Medical departments 
0 Nursing departments 
0 Allied medical departments 
Q Other departments (specify) --------------- 
0 None 
'ý°'r' ý''r" ý ýtý ýrý ýºýº, ýIº ýt-ý-Y 
4 býýl 
:., b. lº rtý.; yº Q 
ý=ý' rýr.; t Q 
e. ut... lº :,, ý1º rt.. syº Q 
-----------ý ý ýa- ý ý,, a: 
t Q 
ý :,:.. J, i '20 
2.7. How many sessions on quality have been conducted in the hospital? 
Q None 
Q 1-5 
0 More than five 
ýIý>> , ýi,,; 
ýQ 
ýIý>> o -1 
Q 
js1 Q 
2.8. How may new employees know 
about their role in quality 
prorgrammes? 
Q Through the hospital orientation course 
0 It is the responsibility of their 
departments 
0 Depends on their interest 
0 Others (specify) .................................. 
ý ý»ý ý ý. ýº ý, äbýl º ýl,, k, ýS -n- Y 
Y ýn.:.:.. iº ý 0.3. ý41 CAü 
ýý.::.., 1º sr..,. ý rºý: ýýi ý,,,, ý: 1º ý. ý, 1º ý, ý 
0 
ýýº Jý ýý' , "--_ºý ý,...,. p 
, Äý, -u Výaýý rL.:. ýt UJ. r. Q 
................ 44. (i. Lr ) LS": i 
Q 
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Third : Information about the in-charge of 
quality programme. 
3A, 41 
pýr. Jo Uo or. -3104*o: L"ill`i 
3.1. What is his/her job title? 
------------------------- -- 
3.2. What is his/her specialty? 
Q Medical , _,. b Q 
0 Nursing ý, ý: } Q 
0 Paramedical a uý... u, , ms sQ 
Q Administration Q 
0 Others ( specify ) ---------- --------- ------------------------ 0 
3.3. What is his/her qualification in Y öý i i. )131 Jý Jýu -r-y 
quality management? 
Q No specialized qualification eý, ºJ J»3^ "4 rJ Q 
Q Diploma in quality f' Q 
management 
Q Bachelor Q 
Q Master 0 
Q Doctorate (Ph. D) Q 
Q Others (specify) ------- ---------------------- Q 
93 l bjl. ýl JL4 J Ult 1i b,. cttJ a_,,. u iJJ3 (. 
S -t-r 
3.4. How many lectures and training courses are attended in quality? 
(WHO? ) 
_Q 
None 0 
Q 1-5 Courses ýº, ýý a-t Q 
0 More than five courses ,,.. 
Q itri 
3.5. Gender t. ys u -o-r 
0 Male si 0 
0 Female ?f0 
3.6. What is his/her nationality? tu -ý-tr 
0 Saudi ýýy. Q 
Q Non - Saudi ýý ,ý0 
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93 l 
3.7. How long is his/her experience in quality programmes? 
0 None v0 
0 1-5 years ýº,:.. o-' 0 
0 More than five years ýºý. y. ,,.. ý ,,. Q 
ep»'J1 C,. 1; ß, 4 jt 
y f:.... ý04 ALA 1AUJ 0-31 ö jýIº Va 14 -Y'-n 
3.8. For how long does he/she hold this post? 
0 Less than a year Q 
Q 1-5 years .: ýºý:., o-ý Q 
0 More than five years ,, ºý... z. 0 
Yöý lý. 'slr. ycsýf sl. ciC; ýJA -9-r 
3.9. Does he/she have any other responsibilities other than quality 
0 Yes 0 
0No YQ 
Y4. otlº vlý... ý v., o3t Jyýs : býl1 o. 1a 1 ý, JJ% vol '+yº arc ý. S -% "-Y' 
3.10. How many persons occupied this position during the last five years? 
0 One person -ý-º_ 0 
Q 1-5 Persons Q 
0 More than five persons [111 
Fourth : Information about the 
outcomes -21aJ3o11 
Sr- 
4.1. Are there standards for performance t OAAI xLU Uj-L--14 may J -j-f 
measurements? 
0 Yes Q 
0 No vQ 
4.2. If Yes, in what departments? J13. J ;,.. l C j, 1; 1 Y- j 
0 Available in all of the r--il 
departments 
0 Available in the medical fi. -A' j . may Q departments 
0 Available in the nursing' 
departments 
0 Available in the allied medical s zý.. ii ;ý rt..,; yý rQ 
departments 
0 In other departments (specify) -------------------- ýý. i rt-; i . u. y Q 
4.3. What are the sources of these standards?.. ......... r g, lb o. 
im 
j.;, a.. AL. -tr-f 
4.4. Is there evaluation of patient . w.. ati LI. C. )º ZIP LV; 1 j1I urzoj 0. u e. JA -f-f 
satisfaction? T ". all 
0 Yes 0 
0 No v0 
4.5. What was the result of the last "09 , ri 
measurement of the patient satisfaction? 
Q Less than 50% %o ,.,.. JQ 
050%-74% %vf- %*- .Q 
075%-100% %1 ""- %vo 0 
4.6. Is there evaluation of employees' ýýº Lf. 1'. ) "eg e-4 JA -0-i 
satisfaction? 
0 Yes r0 
0No y0 
4.7. What was the result of the last t;, ýbý1i mo t eg r-S -. t-f 
measurement of the staff satisfaction? 
0 Less than 50% %o .. j'i Q 
050%-74% 
%vt 
- 
%o. 0 
075%-100% 
%\.. 
- 
%vo Q 
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APPENDIX FOUR 
ACTION RESEARCH WORKSHOP 
PRESENTATION ON: 
INTRODUCTION TO HEALTH QUALITY MANAGEMENT 
BY 
MOHAMMED ALI AL-GHAMDI 
(Researcher) 
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INTRODUCTION TO... 
VEA W 
qW LITY- 
MOHAMMED ALI AL-GHAMDI 
B. Sc., M. H. HA. 
. 
WAIX (POI IS 
, /QUALITY PHILOSOPHY 
, /QUALITY EVALUATION 
, /TEAM APPROACH 
, /OVERCOMING DIFFICULTIES 
GENERAL 
AGREEMENT 
m 
QUALITY 
MUST BE 
GOOD 
QUALITY HISTORY 
RELIGIOUS TEACHINGS : ISLAM URGES 
EVERYONE TO DO HIS JOB CORRECTLY. 
HISTORICAL EVIDENCES : CODE OF 
KING IIAMURABI OF BABYLON 2000 B. C. 
LESS HOW TO 
AGREEMENT 
ý0=ý> PURSUE 
IT 
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Pif7LOsOW(T 
QUALITY ASSURANCE (QA) 
QUALITY IMPROVEMENT (QI) 
CONTINUOUS QUALITY 
IMPROVEMENT (CQI ) 
? TWA 2' IS QvAL ITV. 
QQALIPYREAol , ss 
AWARENESS 
KNOWLEDGE 
IMPLEMENTATION 
INTEGRATION 
MLOSoT91fy 
TOTAL QUALITY 
MANAGEMENT (TQM) 
HEALTH QUALITY 
MANAGEMENT (HQM ) 
QvALITT 
WEBSTER'S DICTIONARY 
" THE DEGREE OF 
EXCELLENCE WHICH A 
THING POSSES" 
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QUfiLKL! YIW 
YfE, XLTJf CARE 
oRG. Aj'V1'ZA7roTrS 
Q, 21AI2TI5V Yf EALW 
CARE OýGAjVZA2IOXS 
1- NIGHTINGALE, CODMAN 
AND THE AMERICAN 
COLLEGE OF SURGEONS 
QvAGITYINWEAGDf 
CARE 0X, cANrzA27oXS 
3- DEMING, KRAN AND 
"JAPAN INC. 11 
Q, vALITYI5V'WTALlV[' 
CARE OPGMZAq"IOXS 
THREE DIFFERENT ERAS 
FOR QUALITY 
MANAGEMENT IN HEALTH 
CARE 
Q, vALIqYINj'lfTALDf 
CARE o9ZGMZAq'rONS 
2- DONABEDIAN AND 
JCAHO 
QvALI2'TC--ý OI, SQ2IALIT'i 
WILLIAM FIFER : 
DESCRIBES WHAT HEALTH 
. 
'PROFESSIONALS AGREE SHOULD 
NOT HAPPEN IN THE PROCESS OF 
PATIENT CARE 
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WE, 4S't)Rlj'VG QUALITY 
GONNELLA : ENTIRE PROCESS 
THE SETTING 
THE PATIENT 
THE PROVIDER 
Q. ESsE"AL rNGREWEAr"s 
DEFINED TARGETS 
PERFORMANCE MEASUREMENTS 
CHANGE MECHANISMS 
MANGING BEWAVI0R 
PROCESS RE-ENGINEERING 
TRAINING 
CONTRACTS 
INCENTIVI: S 
Q, `ÜALI`IY EVAL't), rI70N 
DONABEDIAN : 
THE ORIGIN FOR OU"I'COMI: S RFSEARCII 
THE STRUCTURE, PROCESS AND 
OUTCOME MODEL OF QUALITY 
EVALUATION 
WJI'Y, 5Yz'O'VL(D'WE 
HEALTH CARE OU I'PUI' IS NOT 
CLF. ARI. Y DEFINED 
IIEAI: 11I CART: Oll"I'PU'I 
CAN NO! ' UI MOI)II II: I) 
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II !I 
/ 
I,, IIIII 
V 
IIIII 
ý'" 
9ýgýýý, s 
sý 
Q Q I 
MISSION 
OBJECTIVES 
STRATEGIES 
STAFF 
xxqEc qq svrn 
IMPROVED CLINICAL OUTCOMES 
HIGHER PATIENTS SATISFACTION 
STAFF JOB SATISFACTION 
CýANGEAGE9Vr' 
TASKS 
ORGANIZATION 
TECHNOLOLGY 
(DIFFIC"1)L7rES IN 
IJKPLEJKE91/tI'A77ojrV 
NO ENOUGH RESOURCES 
LOW MORAL 
SHORTAGE OF STAFF 
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(DIFTICVLq1'E, S IN 
IMPLEWENI'A97OAV 
POOR COMMUNICATION 
LACK OF MANAGEMENT CONISTENCY 
LACK OF MANAGEMENT PARTICIPATION 
BASIC WANAGERIAL 
EnVCAqION 
STRENGTHS AND WEEKNESSES 
COMMUNICATION 
DOCUMENTATION 
PROCESS ORGANIZING 
BASIC W WAGERIAL 
EDVCAg7OX 
RIGHT QUESTIONS AT THE RIGHT TIME 
MOTIVATE PEOPLE 
UNDERSTAND THE EXTERNAL 
ENVIRONMENT 
BASIC 9VANA FINAL 
EyUCAqION 
IDENTIFY AND PRIORITIZE PROBLEMS 
DECISION MAKING PROCESS 
AUTHORITY AND DELIGATION 
1E9EWROLE of 
LEARN QUALITY LANGUAGE 
HIRE QUALITY OFFICERS 
USE STUDENTS - TEACHER APPROACH 
USE COACH APPROACI I 
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, /c2 
IS 91W ROLE 
IJV QVALI2T??? 
TOGETHER EVERYONE ACHIEVE MORE 
TEAM 
APPROACH 
oVEWCoWuNG 
(DlTTlcvLqIEs 
ESTABLISH POLICIES AND PROCEDURES 
HOLD MEETINGS FOR INFORMATION AND 
QUESTIONS 
TRAINING, TRAINING AND MORE 
TRAINING 
afALLEarGFS E9lrcovJ'v'vrX 
I9KFLE9VE, 'Mq'IOXOFgfQ99 
I911 SAV ýDI gOS(PI 7AIS7" 
LACK OF INVOLVEMENT OF 
TOP MANAGEMENT 
LACK OF KNOWLEDGE 
AMONG STAFF 
oE co iiwc 
I®IFFIC"ULq7ES 
SET SHORT - TERM GOALS 
TELL TRUTH 
INVOLVE PEOPLE AT AN EARLY STAGE 
. 
ESTABLISH OVERALL STRATEGY 
UfALLE7V'ý('FS E5rcovmR 
I9bfPLEWEWIýA7IONOF-qfQW 
INSAVDI -qfOS(PlTALS 
LACK OF TRAINED PERSONNEL 
LACK OF RESOURCES 
REJKEWBEX.. 
CHAMPION NOT NECESSARILY 
DIRECTORS (RESPECTED 
PERSONS IN THE ORGANIZATION) 
CHANGE AGENT 
PURPOSE, STRATEGY, PEOPLE, TASKS 
, STRUCTURE AND TECHNOLOGY) 
CHANGE AGENT 
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THERE 
WILL BE 
NO QUALITY 
WITHOUT.... 
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APPENDIX FIVE 
ACTION RESEARCH WORKSHOP 
PRESENTATION ON: 
TIME MANAGEMENT 
BY 
MOHAMMED ALI AL-GHAMDI 
(Researcher) 
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" CAN NOT BE BORRO 
" CAN NOT BE BOUGHT 
" CAN NOT BE RENTED ' 
" CAN NOT BE STORED 
" CAN NOT BE MANUFACTURED 
" CAN NOT BE REPLACED 
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 DON'T OVERBURDEN YOURSELF 
 IF YOU DO A MISTAKE, DON'T QUIT, 
ASK HOW AND DO IT AGAIN 
 GET THE BEST OF OTHERS VIEWS 
 FINISH YOUR WORK, THERE IS 
ANOTHER WORK BENDING 
ýýýýýý GWID 
NOT URGENT URGENT 
PLAN TO DO IT IMPORTANT 
DOIT IMMEDIATLY 
DELAY IT DELEGATE IT NOT 
TO YOUR IMPORTANT 
SUPPORDINATE 
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qlýLErnx'oWE 
MusvsEs 
" SKILLS OF FIRST 30 SECONDS 
" LISTENING SKILLS 
" SUMMARIZING AND REFRAMING 
" SKILLS OF ASKING QUESTIONS 
" SKILLS OF GIVING INFORMATION 
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APPENDIX SIX 
ACTION RESEARCH WORKSHOP 
PRESENTATION ON: 
MANAGERIAL CREATIVITY AND LEADERSHIP 
BY 
MOHAMMED ALI AL-GHAMDI 
(Researcher) 
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WAl9V ý1'OI9VTs 
" DIFFERENCES BETWEEN 
MANAGERS AND LEADERS 
" LEADERSHIP LEVELS AND ITS 
LEVELS 
" LEADERSHIP THEORIES 
" HOW TO BE CREATIVE 
'WXA71S 
YoVc& 
Posl7zogv? ?? 
9Y. WAGER 
GE, ADER 
CREATOR 
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9YIW, AGER. EEAýDER. 
" PLAN " YES " NO 
" ORGANIZE " YES " NO 
" DIRECT " YES " YES 
" FOLLOW " YES " NO 
ToP, %AL o(JZGAVZ2A71o9Y' 
, 04ANAGER = LEA(BER 
I9VFORWAL oRGANIZA? ION 
-%WA y'ERIS 
9V07LEADER: 
qYfE LEA(DERIs 
TRESE9VI'IXA9VrY 
0RGA91/7ZAq70x 
WHO 
IS 
THE 
LEADER??? 
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.l 
THE LEADER IS 
THE ONE WHO 
CAN MAKE 
OTHERS DO WHAT 
HE WANTS 
LEADERVrrP TOWER 
" FORCE 
" REWARD 
" LEGAL 
" EXPERIENCE 
" ADMIRATION 
ý 
-=`"GEADEW, SxIP qWWRIES 
"X THEORY 
"Y THEORY 
" CONTINGENCY THEORY 
ýiOw??? 
LE`NELSoTEXPERIENCE TO`WEW , 
SENIOR 
LEVEL ýv ý] ü 
MIDDLE 
LEVEL 
a 
VR 
Q 
{ýJ 
3 
EXECUTIVE 
LEVEL 
[f] ° 
XEOR( 
" PEOPLE HATE WORK 
" PEOPLE ARE LAZY 
" PEOPLE DO NOT ACCEPT 
RESPONSIBILITY 
" PEOPLE NEED TO BE CONTROLLED 
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TCEORT 
VPEOPLE LIKE WORK 
VPEOPLE ARE TRUSTFUL 
VPEOPLE ARE CREATORS 
VPEOPLE WILL FULFILL THE 
OBJECTIVES OF THE ORGANIZATION 
c ý, ýTIýIry 
WHAT DO WE 
NEED IT FOR??? 
PROBLEM SOLVING 
CoMrNGENCrO-PEoRT 
REACT TO THE 
SITUATION 
INTRODUCTION 
OF SOMETHING 
TOTALLY NEW 
i; RE,, AýI'IOJV'CRITE<1'ý, IA 
>NEW 
>USEFUL 
>INTENTION 
242 
ý; ý :ý CREAýI'IOJV'SýI'AGE, S 
1. PREPARATION 
2. CONCENTRATION 
3. INCUBATION 
4. ILLUMINATION 
5. VERIFICATION 
TMIXTO'VWSELE 
I. BRAIN STORMING 
II. DEALING WITH 
CONFLICT 
III. SMALL TEAM 
BUILDING 
CAN 
I 
BE A 
CREATOR??? 
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APPENDIX SEVEN 
ACTION RESEARCH WORKSHOP 
PRESENTATION ON: 
PROBLEM SOLVING & DECISION MAKING 
BY 
MOHAMMED ALI AL-GHAMDI 
(Researcher) 
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WAIg%rcpOIN S 
VPROBLEM SOLVING ELEMENTS 
VCLASSIFICATION OF PROBLEMS 
VPROBLEM ANALYSIS 
VDECISION MAKING 
SHOULD WE 
HAVE A 
PROBLEM?? 
, 
OBLEW SOLVING ELEJKEWZ 
- PROBLEM ANALYSIS 
- DECISION MAKING 
- DECISION IMPLEMENTATION 
AND FOLLOW UP 
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C LI1 SS I FI CA 7I ONOF TR 
,OBL 
EWS 
- ACCORDING TO THE NATURE OF 
THE PROBLEM 
- ACCORDING TO THE DEGREE OF 
DIFFICULTY OF THE PROBLEM 
cEP, OV(MTC! tIRQBLE M CYCLE 
TARGET OBSTACLES 
"l n r-1 
I NL 
L--i 
CORRECTIVE 
ACTIONS 
EVALUATION 
PRESENT 1 SITUATION 
n 
AIEN, 7NCEBLEa1 CYCLE 
PERFORMANCE 
TARGET 
x 
y 
PRESENT SITUATION 
WHEN A 
MAINTENANCE 
PROBLEM 
STRIKES... 
INITIAL 
POSITION 
DIT NA2'Uu of (PRoýLE, %u 
1-PERFORMANCE PROBLEMS 
(VISIBLE) 
2-MAINTENANCE PROBLEMS 
TOE OBSTXCL s 
-BEHAVIOURAL 
-ADMINISTRATIVE 
-ORGANIZATIONAL 
-ECONOMICAL 
-TECHNICAL 
-ENVIRONMENTAL 
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791lý T(Yt,, zS Oi-, 91i, 4 IN7ý1: N, 4NC'"1: 
ýN1ý(Xt3G2i`M. S 
LATENT (SUBMARINE ) 
TWE'DEG12EE OF CDI(FýFIC`ÜLTY' 
1 -SIMPLE PROBLEMS 
2-DIFFICULT PROBLEMS 
3-COMPLEX PROBLEMS 
qm 'DEGREE OT (DITIFICL)L 
2-DIFFICULT PROBLEMS 
INTERFERE WITH OTHER PROBLEMS 
COULD BE CAUSED BY CLEAR OR UNCLEAR FACTORS 
-COULD BE 
SOLVED BY CREATIVE SOLUTIONS 
Va IDEgREE O' <UI T'ýIý'IC" 0GTyl, 
1-SIMPLE PROBLEMS 
DEFINED AND WELL KNOWN DIMENTIONS 
DO NOT INTERFERE WITH OTHER PROBLEMS 
-THE CAUSES OF THE PROBLEM ARE DEFINED 
-CAN BE SOLVED BY SIMPI. F OR PROGRAMMED 
DECISIONS 
2'`E DEGe22 04 <UIýýI'I(, "1%GýIrY 
3-COMPLEX PROBLEMS 
UNDEFINED 
CYCLIC INTERFERANCE WITH OTHER PROBLEMS 
-BRANCHING 
-NEED EXPERIMENTAL CREATIVE SOLUTIONS 
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WHAT IS THE PROBLEM??? 
TYPES OF THE PROBLEMS 
r- 4 
PERFORMANCE 
PROBLEMS 
MAINTENANCE 
PROBLEMS 
SIMPLE DIFFICULT COMPLEX 
ý; ýýý i 
r- ý 
. ý. ý 
11 ýjý ýý J 
STEPS OF THE ANALYSIS 
1. SPECIFY THE NATURE OF THE 
PROBLEM 
2. SPECIFY THE DEGREE OF 
DIFFICULTY AND THE APPEARANCE 
OF THE PROBLEM 
ýý ýJ 
THE STYLE OF ANALYSIS 
- INDUCTIVE STYLE 
DEDUCTIVE STYLE 
ývýJ JJJ 
STEPS OF THE ANALYSIS 
3. SPECIFY THE LEVEL OF DEVIATION 
4. DEFINE THE PROBLEM CLEARLY 
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riýl 
J 
STEPS OF THE ANALYSIS 
1. SPECIFY THE NATURE OF THE 
PROBLEM 
THE SIGNS THE TIME 
THE PLACE THE PERSONS 
PROBLEM ANALYSIS DIAGRAM 
PROBLEM IDERTIFlCA1gR 
RATUREOFTREPROBLEM DEGREEOFDIFFICUUY 
wxrEwa PERFORMANCE COMPLEX DIFFICULT SWPLE 
CORRECTIVE PROCEDURAL EXPREMENTAL I CREATIVE 
PREVENTIVE 
PRECAUTIONARY 
DEGREE GFDIFFICUUY 
SUPLE SOLUTION 
ýý 
V 
STEPS OF THE ANALYSIS 
2. SPECIFY THE DEGREE OF 
DIFFICULTY AND THE 
APPEARANCE OF THE PROBLEM 
RELATED AND THE LAG AND 
STRIKING SIGNS STRIKING PERIODS 
RELATED AND UNEFFECTED 
STRIKING PLACES PERSONS 
'zil v 
:, JjJ 
STEPS OF THE ANALYSIS 
4. DEFINE THE PROBLEM CLEARLY 
DRAW THE PROBLEM DIAGRAM 
DESIGN AND DESCRIBE THE 
PROBLEM CLEARLY 
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F-I 
TYPES OF DECISIONS 
TENTATIVE ALTERNATIVE SOLUTIONS 
ALTERNATIVE SOLUTIONS EVALUATION 
SELECTION OF THE BEST 
ALTERNATIVE SOLUTION 
TENTATIVE ALTERNATIVE SOLUTIONS 
COMMITTEES 
BRAIN STORMING 
DELPHI TECHNIQUE 
NOMINAL GROUP TECHNIQUE 
SELECTION OF THE BEST 
ALTERNATIVE SOLUTION 
STATE THE ACTUAL AND THE DESIRED 
SITUATIONS 
LIST DOWN THE SOLUTIONS ACCORDINGLY 
CHOOSE THE BEST POSSIBLE ALTERNATIVE 
TYPES OF DECISIONS 
ENDS-MEANS 
ADMINISTRATIVE-OPERATIONAL 
PROGRAMMED-NONPROGRAMMED 
ALTERNATIVE SOLUTIONS EVALUATION 
QUANTITATIVE AND QUALITITIVE 
EFFECTIVENESS FEASIBILITY POLITICH 
ACCEPTABILITY CRITICALNESS 
TIME FRAME OPPORTUNITY SOCIAL 
ý ý% ,, ) 
"-tý/ 
1 
, IN, 
ýýi. 
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... i`, 
ýýýýýER 
BE A PART OF THE 
SOLUTION RATHER 
THAN A PART OF THE 
PROBLEM 
12, EWEWOER ... 
DECISION MAKER 
FREQUENTLY DEALS 
WITH UNCERTAINTY 
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REJY[EJYME12 
... 
SPEND MORE TIME 
ON DEFINING THE 
PROBLEM RATHER 
THAN FINDING A 
SOLUTION 
I/ ý, 
ýýýýýýý II 
ýýrý ý ýý ; ,; ýý, 
- ýýi 
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APPENDIX EIGHT 
Time Table 
"Action Research Workshop " 
No. Function Time 
1 Registration and Introduction to the 
Workshop. 
10 min 
2_ Introduction to Health Quality 
Management (Presentation) 
20 min 
3 Time Management (Presentation) 20 min 
4 Leadership (Presentation) 20 min 
5 Group Discussion 20 min 
Break 10 min 
6 Introduction to Problem Solving 
Presentation 
20 min 
7 Problem Analysis 
Group Session on Patient Satisfaction Problems 
30 min 
-8- Results of Group Session 10 min 
9 Decision Making (Presentation) 20 min 
10 Decision Making 
Group Session on Patient Satisfaction Decisions 
30 min 
11 Results of Group Session _ 
10 min 
12 Participants' Views 10 min 
-13 
Recommendations and Closing 
Session -_ == 
10 min 
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Job trt e: 
ý 
(WORKSHOP QUESTIONNAIRE 
Z. Biodata: 
L, 
tr 
4 
i 
1 
. 
17 41 
Nl- 
11 8 U 
Q Head nurse 
APPENDIX NINE 
0 Registered nurse ,c0 
Q Nursing technician k:: Q 
Ward: 
Q 
0 Medical ward ., bpi 11 
0 Surgical ward 
Years of experience: 
Q 1-5 years 
Q More than 5 and less than 10 years 
: 
-. Jot 
vlJ., ' i.., c : r,. 
Y-q vlý,.. v" ü . r: 
51 Q 
0 More than 10 years -ts- ze ,: ri 0 Age: 
D Less than or equal to 30 years 
0 More than 30 and less than 40 years 
,:.,. r. ýjL-i ji ze j'i 0 
Q 
0 More than 40 and less than 50 years 0 
Q Fifty years and more 
Gen er : 
El Male 
Q Female 
Natio äaity: 
0 Saudi 
0 Non Saudi 
Specialty 
0 Postgraduate in nursing 
JoAl ä ! jq 231.. ý1 
:ýi . 310,1ý0-ý 
: -t4, ý1 cv,..,,. 
1 
ý}ý, Q 
. ti. i ý,., ý; ý. iJl r.,., blt r 
0 epý-1 ý.. u 
ulý.., o -1 Q 
, ýt; ,:. - ýo 
:% 
Q 
_s-i 
ýi 0 
: a....:, Ll 
ýýý 0 
JAJII 
4'. e- xz Q 
L); ajj.: 
11 0 4t. LL1 JAI t. p ul.. ip Q 
0 University graduate in nursing 0 : Ate.: Q 
D Health institute .,. alb . 4JLU eat 0 
0 Nursing course 
How many training courses . and in quality management have 
you attended ? 
0 None 
u'°=r-ýý 0 ý#J`' C'L;,, 11 
; ý11 ul,, ölýlý 4ted. ). i: JI vl>,. xll >, u CS 
-Y ujý-I eýlýl Jtg j 
jI uk'jý ý. a. }I 
Q 
0 1-5 training courses and lectures &yj ulý>> o -1 Q 
0 More than five courses and lectures &,, j ,,,. , tri 11 
r 
f 
0 
I 
v 
A 
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Your evIa1uat1ofthohop 
ýý ýý) ! Jý 
Us the information discussed in the lecture new oa, x,. ö, ýtstl y 5i uL. 3Lý1 -ý 
to you ? 
0 Yes 
Q No yQ 
0 Some are new 
2. Is all of it practical? 
Q Yes 
0No 0 
3- If No, why? Tyt,... 5º{ W (yýý ý, trýº{ {s {ýi -r 
1. -1 
2. 
3. - -r 
4. Do you (really, consider taking out'really' J'5,,; t+;, , f, i J,, -f 
implement them in your work? 
QYes 0 
Q No yQ 
5. If you did not implement new information, v; { jP V&Li.. t61ß t, ä 
what were the obstacles? -- gam{ 
1. -1 
2. 
3. -r 
4. -f 
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6 -Could these concepts be used to facilitate 
patient satisfaction? 
QYes 
QNo 
U-°ß 
yQ 
7- If Yes, how? ý; ý, t ý.; º ý_,,; ýr q1 -v 
8- If No, why? T BU y_;, L-ýº c. Z' iii -A 
4 lAjä 
you won 7/O1O' 
ýoanýr. ýtýoti 
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APPENDIX TEN 
'1t? eat uc : 74 4w 4 t. (e (o crae . 
Subject : Action research about nursing care in the inpatient unit of 
the hospital. 
Introduction: 
Action research is an effective approach in enhancing the quality of the 
work because it is the result of cooperation between the researcher and 
the practitioner. Since health services depend heavily on nurses in 
providing health care for patients, promoting their way of handling 
patients could add very much to the level of patients satisfaction. It is an 
education tool which provides nurses with practical skills in quality 
management, leadership and time management in order to analyze work 
problems and take the best possible action to solve them. 
Objective : 
Formulate a practical mechanism for nurses to achieve patients 
satisfaction in the inpatient-unit through the support of the researcher to 
overcome any obstacles. The final model of this research could be 
utilized with certain modifications to raise patient satisfaction in other 
departments of the hospital. 
Time frame: 
The total period of the research is three months including biweekly 
meetings with quality department representative head nurses of the three 
shifts in the selected wards. 
Methodology: 
1) The medical and surgical wards will be the site of the research 
2) Head nurses, staff nurses and quality department representatives of the 
three shifts in selected wards should be permanently on fixed- shifts 
throughout the study period. 
3) Head and staff nurses should attend the workshop which will be 
presented by the researcher before commencing the research. The 
topics of the workshop will be : 
a. Essentials of quality management. 
b. Leadership 
257 
c. Time management 
d. Problem solving and decision making 
Although the main target of this workshop is educating nurses in the 
four topics that will be presented and exploring the specific work 
environment of nursing services in the hospital, the workshop will 
also serve as a means of assessing their basic knowledge in quality 
concepts prior to any formal education about quality care. A 
questionnaire will be distributed to all attendees following the 
workshop to gather their views on this educational activity. 
4) The workshop will be held for four hours and repeated for two days 
to allow all nurses to attend without affecting unit staffing. 
5) Nurses should satisfy patients through the factors indicated in the 
patient satisfaction questionnaire. 
6) Training of quality department representatives on how to fill in the 
patient questionnaire. 
7) Survey patients satisfaction through a pre-designed questionnaire 
through the quality department representative. 
8) Nurses should utilize good communication skills with patients in order 
to discover any obstacles hindering their satisfaction and attempt 
immediate resolution. Head nurses should prepare biweekly reports 
on a pre designed form. 
9) Biweekly meeting between the researcher, the quality department 
representative and head nurses will be held to discuss the findings of 
the patient survey and compare them with the reports of the head 
nurses. Recommendations of the meeting will be the operational plan 
for the next two weeks. 
10) The previous process will be repeated every two weeks during the 
three month study period. 
11) The researcher will prepare a comprehensive report at the end of the 
research period. It will show the optimum procedures to assure 
patient satisfaction from the real working environment of the studied 
wards. With very minor changes , these findings could serve as a 
model for satisfying patients within hospital services. (sentence 
change) 
Research requirements : 
1) Approval of hospital management to implement the study. 
2) Procure agreements from head nurses, staff nurses and quality 
department representatives to participate in the study for the entire 
study period. 
3) Approval of patients to participate in the study at the beginning of 
the interview with the quality department representative. 
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4) All nurses should attend the workshop which will be held for four 
hours in one day before the start of the research. 
5) Head nurses and quality department representatives should attend 
biweekly meetings with the researcher every two weeks for the study 
period. 
6) All of the participant nurses should remain on the same shifts and 
place of work for the entire period. 
7) Head nurses should be authorized to liaise with hospital management 
to facilitate whatever is needed to satisfy their patients after 
coordination with the researcher. 
8) Head nurses should be authorized to arrange with any related 
department to satisfy patients after coordination with the researcher. 
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APPENDIX ELEVEN 
Knowledge, Attitude and Practice of Hospital Senior 
and Middle Management in Eastern Saudi Arabia 
towards Health Care Quality Programmes. 
Introduction: 
This survey has been prepared by Mr. Mohammed Ali AL-Ghamdi , the 
director of quality assurance department in the directorate of health affairs of 
the Eastern Province. The purpose of this survey is to gather *information for a 
doctoral (Ph. D. ) study through the University of Hull, U. K. 
The specific objective of this questionnaire is to explore the main factors 
contributing to patient satisfaction and to end up with a practical plan to 
improve nursing care . in the hospital which leads to improving health care 
quality in the hospital in general. 
Note: (The intreviewer explains all of the following 
notes for patients at the begining of the 
intreview): 
1. All of the information gathered for this questionnaire will be coded to 
maintain its confidentiality. 
2. Your acceptance to know your views through this questionnaire is 
considered as an implicit agreement to include your views among the - 
study sample of this research. 
3. If you have questions or need any further information, please contact 
the researcher: 
Mr. Mohammed Ali AL-Ghamdi 
Quality Assurance Department, Directorate of 
Health Affairs, Eastern-Province. 
Telephone : 8432222ext. 1110 and 1149 
Fax : 8290107 
Mobile : 0505859223 
Thank you for your assistance. I hope the valid and reliable information 
that you offer, and the results of the study will be helpful to the decision 
makers in our country in developing and improving health care quality 
programmes. 
If you are interested in the subject of the study write down your address. 
I will be glad to send you a copy of the abstract of the final dissertation 
Name andaddress(optionao: 
Name :........................................................................ 
Address . .................................................................... . 
e- mail :...... ................................................................ 
Contact No. : Phone ........................ 
: Fax ....................... 
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l. Biodata: 
Nationality: 
1 0 Saudi 
Q Non Saudi 
Residence: 
2 0 Arban 
Q Ruler 
Gender: 
3 0 Male 
Q Female 
Age: ............................ 4 
Marital status: 
Q Single 
5 Q Married 
0 Divorced 
Q Widow 
Education: 
0 Elementary school 
Q Intermediate school 
Q Hischool 6 0 Diploma after the highschool 
Q Graduate 
Q Postgraduate 
Q Other (specify): ................................................ 
Occupation: 
Q Professional (physician, engineer, pilot........ ) 
Q Administrator ( employee in governmental or private sector) 
7 0 Technician ( carpenter, electrician, plumber,....... ) 
Q Educator ( teacher, headmaster, educational supervisor,....... ) 
Q Student 
Q Other (specify): ................ 
What is your main source of health care : 
0 Health centers and hospitals of ministry of health 
A Q Private dispensaries and hospitals 
Q Aramco hospital 
Q Military hospitals 
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'p-11t 
a tick mark V infront of each statement in the space accorcing to the patients's choice : 
I 
2. Your satisfaction about nursing care 
Not 
No. Variables Excellent Good Neutral Not good good at 
all 
2.1 Your experience and expectations of nursing care. 
What was your previous 
2.1.1 experience of nursing care in 
this hospital 
What was your expectation of 2.1.2 
nursing care on admission? 
2.2 Physical environment of the hospital: 
What was the level of 2.2.1 
ventilation? 
What was the level of 2.2.2 
quiteness? 
What was the level of 2.2.3 
cleanness? 
What was the Quality of 2.2.4 
meals? 
I 
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No. Variables 
Strongly Agree Neutral Do not 
Strongly 
do not 
agree agree agree 
2.3 Communication and information 
Nurses gave you 
2.3.1 information about the 
ward 
Nurses gave you 
2.3.2 information about the 
treatment plan 
2 nurses explain procedures 
. 3.3 before they are done 
information given by 
2.3.4 nursing staff made your 
hospital stay better 
2.4 Participation and involvement 
Nurses gave you the 
2.4.1 opportunity to participate 
in planning for your case 
Nurses gave you the 
oppurtunity to participate 2.4.2 in implementing the 
treatment plan 
2.5 Interpersonal relationship 
2.5.1 Nurses were attentive 
Nurses were patient in 2.5.2 doing their job 
Nurses responded quickly 2.5.3 
- when called -- 
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2.5.4 
Nurses respond to 
requests 
2.6 Medical and technical cmpetancy 
2.6.1 
Physicians are competent 
in their job 
2.6.2 
Nurses are competent in - 
their job 
2.7 Influence of hospital system on staff 
There was a big variation 
2.7.1 between workers in 
different shifts 
The hospital system of 
2.7.2 work 
has its negative 
impact on staff 
productivity 
Overall satisfaction 
What is your overall 
Very 
much satisfied Neutral 
Not Not 
satisfied 
- satisfaction of the health satisfied satisfied at all id d 2.8. care prov to you e 
during your stay in the 
hospital? 
2.9 Do you have any suggestions which may improve nursing care in the hospital? 
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